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ABSTRACT 
POSTTRAUMATIC SPIRITUAL GROWTH: A PHENOMENOLOGICAL 
INVESTIGATION OF CANCER SURVIVORS 
by 
Ryan Myles Denney 
August 2009 
A small but growing body of research has sought to investigate the specific role of 
religion and spirituality in posttraumatic growth. Recently investigations have begun to 
focus on spiritual growth following trauma, specifically that of cancer patients and 
survivors. The purpose of this qualitative study was to investigate how having cancer 
effects the spiritual growth of cancer survivors across a multidimensional 
conceptualization of spirituality (Hill 2005; Tsang & McCullough, 2003). The researcher 
investigated the lived experience of thirteen cancer survivors with posttraumatic spiritual 
growth using a phenomenological method of data analysis. Participants reported 
experiencing spiritual growth across the following domains of spirituality: general 
religiousness or spirituality, religious or spiritual development, religious or spiritual 
social participation, religious or spiritual private practices, religious or spiritual support, 
religious or spiritual coping, religion or spirituality as motivating forces, religious or 
spiritual experiences, and religious or spiritual commitment. Two novel domains of 
growth emerged from participants' narratives: evangelism and enhanced spirituality of 
family/friends. Growth was not endorsed by participants in the following domains of 
spirituality: religious or spiritual history, religious or spiritual beliefs and values, and 
religious or spiritual techniques for regulating and reconciling relationships. 
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CHAPTER I 
INTRODUCTION 
A growing body bf research has sought to investigate the role of spirituality in 
coping with trauma. Recently, investigations have begun to focus on spiritual growth 
following trauma, specifically that of cancer patients and survivors. The purpose of this 
qualitative study was to investigate how having cancer effects the spiritual growth of 
cancer survivors across a multidimensional conceptualization of spirituality (Hill 2005; 
Tsang & McCullough, 2003). First, an overview of conceptualizations of spirituality will 
be offered, followed by a review of religion and coping and posttraumatic growth 
research. 
Miller and Thoresen (2003) reported that approximately 95% of Americans 
profess a belief in God or a higher power, and nine out of ten reported they pray on a 
daily basis. Sixty-nine percent reported being a member of a local church or synagogue 
with 40% reporting that they regularly attend services (Miller & Thoresen, 2003). In 
addition, a 2003 Gallup poll reported that 60% of Americans believe religion is very 
important in their lives and 62% believe that religion can answer most or all problems 
people currently face (Gallup, 2003; see also Gallup & Lindsay, 1999). 
The burgeoning body of research investigating the convergence of religion and 
spirituality and health seeks to aid psychology in its attempt to ameliorate the pain of 
traumatic physical and emotional experiences and foster psychological health. Religious 
and spiritual experiences are olien used by people to cope with distressing events. Before 
describing the religion and health research, it is relevant to first define and distinguish the 
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terms "religion" and "spirituality," as well as three main orientations to religious 
experience, and the potential positive and negative aspects of religion and spirituality. 
Definitions of Religion and Spirituality 
The definition of spirituality has been elusive and a source of much debate among 
researchers (Paloutzian & Park, 2005; Pargament, 2002). Historically, religion has been 
defined in terms of symbclic, codified praetices that aim to interface with the sacred, 
while spirituality has been thought of as an individualized, personal search for meaning 
' and the transcendent. Stated differently, spirituality has been defined as the personally 
experienced, subjective facet of religious experience, whereas religion is often defined as 
a formal set of rules and praetices pertaining to and often regulating spirituality (Hill & 
Pargament, 2003). Religion is viewed as systematic, doctrinal, and authoritative, while 
spirituality is seen as more inward, personal, spontaneous, private, universal, and 
emotional (Hill & Pargament, 2003; Richards & Bergin, 2005). Religion is also 
characterized by a focus on community, orthodoxy, institutional praetices, an 
authoritarian hierarchy, and specific doctrine regarding good and evil, whereas 
spirituality is characterized by a focus on the individual, informality, emotionally 
oriented praetices, a lack of formal accountability, and an emphasis on universalism over 
doctrine (Koenig, McCullough, & Larson, 2001). 
More recently, Zinnbauer and Pargament (2005) fiirther described spirituality as 
"a personal or group search for the sacred," and religiousness as "a personal or group 
search for the sacred that unfolds within a traditionally sacred context" (p. 35). Religion 
can be thought of as a context in which spirituality is often expressed, but the two 
concepts may be intertwined or experienced as distinctly separate. Further, Richards and 
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Bergin (2005) point out tiia.t if is possible to be religious without necessarily being 
spiritual and spiritual without rigid adherence to a specific religion. Neither should be 
considered more important, but rather they should be conceptualized as two equally valid, 
. yetdistmct modes of expenence. Despite the distinction between religion and spirituality 
described in the literature, the terms are still sometimes used concurrently as an 
ackno wiedgement oftheir interconnectedness. 
Domains of Religion and Spirituality 
A number of instruments have been developed to measure religious and spiritual 
experience, but due to the multifaceted nature of religion and spirituality, there is not 
currently a "best measure'* that adequately captures their entire scope (Tsang & 
McCullough, 2003). Overall, the majority of instruments only measure one facet of 
religiosity or spirituality. For example, religious belief, commitment, affiliation, 
development, maturity, and well-being can all be measured with relative reliably (Hill, 
2005). But a single, omnibus measure of religiousness has proven extraordinarily difficult 
to constract. As a result, Tsang and McCullough (2003) proposed a Hierarchical Model 
of spirituality consisting of two levels or domains. The model has been offered in an 
attempt to facilitåte the measurement of spirituality, and to address the complex nature of 
this construct. 
Speeifically, the Hierarchical Model of spirituality can be divided into a 
dispositional level (Level I) and operational level (Level II). The dispositional level seeks 
to describe religious traits or the characteristics of persons more likely to be religious. 
Furfhermore, this level is tied to the idea that a personality trait predisposing people to an 
interest in religious pursuits exists, and that this trait is independent from the Big Five 
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personality dimensions (Tsang & McCullough, 2003). The operational level describes the 
diversity with which spirituality is expressed and experienced, as well as how one's 
spirituality manifests in thé real-world of daily living (Tsang & McCullough, 2003). For 
example, two persons who are equaily disposed toward spirituality at the dispositional '• 
level mayhave very different ways of expressing and experiencing their spirituality, 
including differences in spiritual orientation (intrinsic, extrinsic, quest), types of spiritual 
coping, and the various uses and experiences of prayer. Building on the work of Tsang 
and McCullough (2003), Hill (2005) further delineated twelve domains of religiousness 
and spirituality under these two levels. Three of the domains outlined by Hill were 
researcher generated, while the remaining nine were derived from The Fetzer 
Institute/National Institute of Aging Working Group (1999). Domains conceptualized at 
the dispositional level include: (a) general religiousness or spirituality (domain one): 
seeks to describe a person's overall religiousness and the personality traits that may 
predispose a person to increased spirituality; (b) religious or spiritual commitment 
(domain two): describes the degree to which a person is committed to his or her religious 
beliefs or tradition; (c) religious or spiritual development (domain three): refers to the 
level of maturity a person has reached in relation to his or her religious or spiritual belief 
system; (d) religious or spiritual history (domain four): has been measured by scales 
seeking to quantify the degree to which persons have a family heritage o f religious faith. 
Domains conceptualized at the operational level include: (a) religious or spiritual social 
participation (domain five): refers to the amount of explicit religious social support, 
religious involvement, and attitude toward a faith community; (b) religious or spiritual-
private practices (domain six): describes the degree to which people participate in their 
religion or practice rituals in their personal lives, such as prayer, meditation, and reading 
sacred documents; (c) religions or spiritual support (domain seven): refers to the degree 
to which people experience emotional and spiritual support from others of their faith; (d). 
religious or spiritual coping (domain eight): is how often and in what way religious 
coping strategies are used to deal with stressful life events; (e) religious or spiritual 
beliefs andvalues (domain nins): attempts to tap the extent of a person's fundamentalistic 
or orthodox religious or spiritual beliefs. That is, this domain seeks to gauge how strict a 
person's faith system is and how rigidly adherent they are to this faith system; (f) religion 
or spirituality as motivating forces (domain 10) focuses on how much peoples' spiritual 
beliefs motivate their behavior, cognitions, and emotions; (g) religious or spiritual 
techniques for regulating and reconciling relationships (domain 11) refers to how one's 
spirituality affects how relationships are managed, especially negative relational aspects; 
(h) religious or spiritual experiences (domain 12) refers to positive and negative types of 
religious experiences. Such positive experiences may include a sense of involvement with 
the transcendent or finding meaning in life, while examples of negative experiences may 
include religious strain (Exline & Rose, 2005), struggles with God and others, or 
intrapersonal anxiety (Hill, 2005). While there are quantitative measures that seek to tap 
each of these domains individually (Hill, 2005), all of the domains have not to date been 
used together in a single investigation. This 12 domain model of spirituality will be used 
as the theoretical underpinning of the present study as it offers the most comprehensive, 
detailed conceptualization of spirituality described in the literature to date, and the 
spiritual experience participants will be investigated across all 12 domains. 
Intrinsic, Extrinsic, and Quest Orientations 
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In addition to specific domains associated with religion and spirituality, three 
primary religious and spiritual orientations that desciibe how people approach the sacred 
have been identified. Allport and Ross (1967) identified and distinguished between 
intrinsic and extrinsic orientations to reiigiousness, which imply that people have varied • 
motives for seeking religious experiences and contexts. Intrinsic reiigiousness is 
characterized by a personal search for spirituality. Intrinsically religious persons make 
every effort to internalize their beliefs and to bring their personal lives into congruence 
with those beliefs. Intrinsically oriented persons also tend to primarily focus on God with 
a secondary, even negative view of the self. Conversely, extrinsically oriented persons 
tend to focus primarily on the self, with less internal emphasis on the sacred. Individuals 
with this orientation tend to use religion to meet personal needs, such as using religion to 
find security, interact socially, attain status, distract from life difficulties, or buffer 
anxiety. Extrinsically oriented persons tend to focus on religious practices and customs 
with a secondary focus on a personal search for the divine. 
As an alternative to Allport's intrinsic and extrinsic orientations, Batson, 
Schoenrade, and Ventis (1993) proposed the quest orientation. This orientation consists 
of "an approach that involves honestly facing existential questions in all their complexity, 
while at the same time resisting clear-cut, pat answers" (Batson, Schoenrade, & Ventis, 
1993, p. 166); Persens with a quest orientation to reiigiousness believe that it may be 
impossible to know the ultimate truth about existential matters, but that such questions 
are important to the human condition, Though current religious questions themselves are 
viewed as tentative and subject to alteration, answers are continually sought. (Batson, 
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Sdioenrade, &• Ventis, 1993). Researchers have found that the quest approach is a unique 
orientation, distinctly separate from the intrinsic and extrinsic orientations. 
Negative Effects of Religion/SpirituaUty 
. : Historicaiiy, mental health professionais have heid a negative view of religion and 
spirituulity (Richards & Bergin, 2005), sometimes believing religion and spirituality to be 
a sour.ce o-f more harm than good, and that rigid religious beliefs stifle cognitive 
flexibilily and a healthy view of seif. Several pioneers of psychological thought have 
viewed religion as having negative effects on mental and physical health (Richards & 
Bergin, 2005). For example, Sigmund Freud, the father of modern psychotherapy, cailed 
religion "the universal neurosis of humanity," while emphasizing that "in the long run 
nothing can withstand reason and experience, and the contradiction which religion offers 
to both is all too palpable" (Freud, 1927, p. 43). Albert Ellis (1980), who developed 
Rational Emotive Therapy, proposed that religion blocks mental health via the 
discouragement of self-acceptance and self-directedness. While lt is worth noting that 
Ellis has smce'modified his view, he asserted that religion fosters intolerance of others, 
dlifficulty with the acceptance of ambiguity, and irrational (versus scientific) thinking 
(Koenig, McCullough, & Larson, 2001). 
More modern researchers have pointed to the concern that some religious beliefs 
may discourage or keep people from seeking medical or mental health services in a 
timely fashion. Additionally, a concern has been voiced that religious beliefs may prevent 
persons from complying with treatment recommendations, relying on research data, or 
seeking life-saving medical interventions (Koenig, McCullough, & Larson, 2001). 
Exlme, Yali, and Sanderson (2000) found religious strain (e.g., viewing God as distant or 
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punishing) to be a major predictor of psychological distress, specifically depression-,and 
suicide. Feelings of alienation were further strongly associated with depression, , . 
especially in the clinical sample. Moreover, interpersonal conflict with religious figures . 
and internal dissonance surrounding church teachings has been linked with experiencing "' ; 
an increase of negative emotions (Pargament et al., 1998). Additionally, Hathaway 
(1999) has proposed that psychopathology can have a detrimental impact on religious and 
spiritual functioning and well-being. Some have called for this religious impairment to'be 
included in future revisions of the Diagnostic and Statistical Manual of Mental 
Disorders, as empiricai support exists showing a positive correlation between mental 
health and both religious and spiritual orientations and behaviors (Loewenthal, 1995; 
Yarhouse, 2003). 
Psychological distress has also been connected to religion that is rigid, 
fundamentalistic, and prejudice (Pargament, 2002). For example, religious 
fundamentalism has received a great deal of attention in the literature and has been 
strongly linked to negative mental health outcomes. The term "fundamentalism" refers to 
religious practices and beliefs that (Koenig, McCullough, & Larson, 2001, p. 55) relate to 
traditional, immutable beliefs of a religious system. Hood, Hill, and Williamson (2005) 
have cautioned against adopting too broad a definition of fundamentalism, as the term has 
come to be misused, sometimes being used as a synonym for bigotry, fanaticism, or anti* 
intellectualism. Indeed, these authors assert that fundamentalism is more than merely a 
label for certain religious beliefs, it is "an approach to life with cognitive and affective 
components through which people give religious meaning to their experiences and rigidly 
adhere to the teachings of their faith" (Hood, Hill, & Williamson, 2005, p. 5). Rigid 
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religions fundamentalism has been strongly linked to prejudice, narrow mindedness, 
intolerance for differences, discnmination, and an increased willingness to endorse the 
use of force to perpetuate one's ideas (Pargament, 2002). For example, Altemeyer and 
Hunsberger (1992) reported a significant reiationship between fundamentalism and 
participants' willingness to support the arrest, torture, and execution of political radicals. 
Additionali"/, religious fundamentalism has been linked to prejudiced attitudes toward 
persons of another religious faith, women, and homosexual persons (Hunsberger, Owusu, 
and Duck 1999; Rowatt, Franklin, & Cotton, 2005). In sum, religious fundamentalism 
has been closely associated with negative psychological health and social justice 
outcomes. 
Positive Effects of Religion/Spirituality 
Psychological well-being has been associated with religion that is internalized, 
intrinsically motivated, and based on a secure reiationship with God (Pargament, 2002). 
More highly religious persons are more likely to stay married (Cohen et al., 1997), are 
less likely to abuse alcohol and drugs (Gorsuch & Butler, 1976; Stark, 1996), often have 
increased levels social support (Bradley, 1995; Ellison & George, 1994), tend to be more 
optimistic (Sethi & Seligman, 1994) and hopeful (Plante & Boccaccini, 1997; Ringdal, 
1996; Sethi & Seligman, 1994), and are more inclined to have a fulfilling sense of 
purpose or meaning in life (Bolt, 1975, Carroll, 1993). Research has found high levels of 
religiosity/spirituality to be associated with well-being (Koenig, 1997; Larson et al., 
1997), as well as potentially buffering against the negative effects of divorce, drug abuse, 
physical illness, some forms of stress, depression, and suicide (Exline, Yali, & 
Sanderson, 2000). 
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r Religion has al so proven especially helpfu! for groups that are socially 
marginalized, often providing a cohesive belief system and a platform from which to 
speak (Pargament, 2002). Increased religions support has been linked to less depression 
in bereaved parents (Maton, i 989). Also, in a national sample of older persons, Krause 
(1998) found religious coping was protective against the negative psychological effects 
of living in a deteriorated neighborhocd. Evidence also suggests that the more Integrated . • 
a person's religious beliefs, practices, relationships, and motivations the more likely he or 
she will be to experience the positive effects of religion. If religious beliefs and practices 
become fragmented, contradictory, or nonintegrated, psychological dissonance and 
uncomfortable levels anxiety are likely to result (Pargament, 2002). 
Religion and Coping 
"Religion might be particularly valuable to people when they are facing problems 
that push them to the limits of their own personal and social resources" (Pargament, 
2002, p. 176). When faced with stressful life events, many people turn to their faith for 
comfort, support, and a sense of meaning and control (Pargament & Ano, 2006). Most 
commonly, researchers have found that people use prayer, worship, and social support 
from a faith community to cope with suffering (Pargament, 2005; Tatsumura, 
Maskarinec, Shumay, & Kakai, 2003). Pargament (1997), for example, has compiled a 
lengthy, rather diverse list of studies that seek to indicate the degree to which several 
different groups use religion to cope. A study of 586 members of mainline Christian 
churches in America revealed that 78% of church members utilized religion in their 
coping with difficult life circumstances (Pargament et al., 1990). A study of 1,000 
battered wives revealed that one-third sought help from clergy (Bowker, 1988). Of 1,299 
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Afitcan Americans, 8.0% reportéd using prayer to cope (Ellison & Taylor, 1996). 
Similarly, .Kesselring, Dodd, lindsey, and Strauss (1986) reportéd that 37% of Swiss 
respondents and 92% o.f Egyptian respondents believed that God would help them 
through their cancer-reiated iilness. Koenig, George, and Siegler (1988) also reportéd that 
45% of older, Protestant adults believed religion to be an important part of coping. In 
short, many people turn to religious leaders and practices to cope with traumatic or 
painful circumstances. 
In addition to group membership5 there are other factors, or personal predictors 
that serve to infiuence the probability a person will use religion in coping (Pargament 
1997). Individual demographic differences have been found to predict utilization of 
spirituality after trauma. For example, one of the strongest and most common findings of 
several studies was that women and people who are less educated are most likely to 
report the use of prayer and religion as a coping mechanisms (Bearon & Koenig, 1990; 
Bjorck & Cohen, 1993; Ellison & Taylor, 1996; Gurin, Veroff, & Feld, 1960). Ferraro 
and Koch (1994) reportéd that religious copmg was also more frequent among older, 
African American married participants, and they observed no relationship between socio-
economic status and religious coping. Overall, a person's gender, religious affiliation, 
level of education, and ethnicity tend to be important factors in the use religion to cope 
with major life stress or trauma (Pargament, 2002). 
Styles of religious coping. Three primary approaches to religious coping have 
been identified (Pargament et al.s 1988; Pargament, 2002). The self-directed approach 
refers to people reiying on their own internal resources to cope, believing those resources 
to be God-given. The deferring approach refers to people passively transferring 
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responsibility for problem solution to God. In the collaborative approach, people view . 
themselves as partnering with God to solve problems. Pargament (1988, 2002) also -. 
describes several correlates of these approaches. The self-directed approach to coping'has. 
been linked to higher seif-esteem and an increased sense of control, while the deferring 
approach has been connected to lower self-esteem, external locus of control, poorer 
problem-solving skiils, and increased intolerance for human diversity. Collaborative 
religious coping, which involves the person and God reciprocating responsibility, has 
been associated with higher self-esteem, and internal locus of control, and has been 
described by several researchers as the most psychologically healthy method of religious 
coping. 
Pargament (1997) further described positive religious coping, citing that many 
people believe that God is guiding and supporting them through their times of trouble. 
Research has shown that those who experience spiritual support often report more 
positive outcomes (Pargament, 2005; Pargament, 1997; Tatsumura, Maskarinec, Shumay, 
& Kakai, 2003). Churches and synagogues are used more than any other support system 
as a source of social support in times of distress. People sometimes describe their faith 
communities as second families as they rely on the fmancial, emotional, and spiritual 
support of members and clergy. This is an especially salient point in light of the cogent 
empiricai evidence that social support is positively related to healthy coping. 
Additionally, positive religious reframing has been linked to better outcomes. Persons 
who attribute death, illness, or other major losses to the will of God or to a benevolent 
God are more likely to experience positive coping, as are persons who frame their 
experience as an opportunity to grow spiritually (Pargament & Ano, 2006). Likewise, 
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cancer patients who attributed rnore control of their illness to God have reported higher 
self-esteem and better adjustment (Jenkins & Pargament, 1988). Tarakeshwar et al. 
(2006) also found that positive religious eoping was related to better overall quality of 
life in persons with advanced cancer. 
Negative religious and spiritual eoping mechanisms, which occur when religion 
and spirituality play a role in eoping that is not health-promoting (e.g., feeling abandoned 
by God) have also been identified. Pargament (2005) reported that: 
Those who made more use of negative religious eoping strategies were more 
likely to experience unfavorable physical and psychological outcomes, such as 
greater physical impairment in daily activities, lower cognitive functioning, more 
symptoms of depressed mood, and lower quality of life (p. 677). 
Major medical illness, for example, may lead to more distress and even physical 
symptoms because the illness itself represents a threat to one's foundation of faith 
(Pargament & Ano, 2006). McConnell, Pargament, Ellison, and Flannelly (2006) found 
that negative religious eoping was significantly linked to various forms of 
psychopathology, including general anxiety, phobic anxiety, depression, paranoid 
idéation, obsessive-compulsiveness, and somatization. Also, the relationship between 
negative religious eoping and various forms of anxiety was more pronounced for persons 
who had recently experienced a serious illness such as cancer (McConnell, Pargament, 
Ellison & Flannelly, 2006). Moreover, faith communities while often a source of support, 
can also be a source of psychosocial anxiety (Pargament, 1997). Sometimes distressed 
persons report feeling abandoned by church members and leaders, or they feel they have 
been a disappointment to their faith community. This can have a negative impact on 
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coping, which leads to feelings of hopelessness, despair, and resentment. Just as there is 
positive religious reframing, there can be also be negative reframing. Seeing one's trauma 
as a deserved punishment from God is the most common negative religious reframe, the 
effecfof which is often to stifie adaptive coping (Fargament, 1997). 
Trauma Defined 
The word trauma comes from the Greek word meaning wound. Researchers have 
described "trauma" along on a continuum ranging from specific symptoms and events to 
broader, overarching conceptualizations (Park, 2004). The Diagnostic and Statistical 
Manual of Mental Disorders (2000) describes Posttraumatic Stress Disorder and Acute 
Stress Disorder both of which may result from "exposure to an extreme traumatic 
stressor.. .that involves actual or threatened death or serious injury, or other threat to 
one's physical integrity" (p. 463), To meet criteria for one of these disorders, a person's 
response to the traumatic stressor must be characterized by "intense fear, helplessness, or 
horror" (p. 467/471). Trauma research often describes trauma in this way (Park, 2004), 
but some posttraumatic growth researchers have chosen to expand upon this definition. 
For example, Calhoun and Tedeschi (2006), offer a more broad conceptualization of a 
traumatic experience, defining it as: (a) a set of circumstances that significantly challenge 
or invalidate the person's preexisting assumptive world, (b) an event that disrupts a 
•person's personal narrative or the meaning they give te life events, (c) a "watershed" 
event that divides a life into before and after the event, and (d) an experience of loss, 
grief, suffering or other negative event that causes a transformation in the view of self, 
others and philosophy of life. These researchers further postulate that though people may 
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< Qndure^iffiilar expensnces, die outcome can be qaite -/aried (e.g., one labeling an event 
iraumatic, the other nen-traumatic). 
- Traumatic events can be further categorized based on several characteristics of the 
event. The.Sidran Institute for Traurnatic Stress Education and Advocacy (2006) (an 
established, non-profit organization whose goal is the advancement of trauma research) 
, categorizes traumatic experiences as either single blow or repeated trauma. Single blow 
trauma is characterized by a trauma -inducing event that occurs only one time. Examples 
of single blow trauma include natural disasters (e.g., earthquakes, tornados, hurricanes), 
technological disasters (e.g., auto/plane crashes, chemical spills), and criminal violence 
(e.g., robbery, rape, homicide). While single blow events can be extraordinarily 
distressing, when trauma is experienced repeatedly, the psychological effects can be more 
harmful and longer lasting since loss of psychological resources has been shown to 
account for a large portion of the variance in psychological distress (Sattier et al., 2006). 
Examples of repeated blow trauma may include ongoing abuse, chronic disease, and 
multiple significant losses. Traumatic experiences can be either natural (e.g., natural 
disasters, disease) or man-made (e.g., terror attacks, abuse). Overall, the research 
suggests that man-made trauma can be much more difficult for people to deal with 
because it causes longer lasting and deeper emotional pain (Sidran Institute, 2006). The 
mest debilitating negativs -psychological effects have been found when the injury is 
induced by a person on whom the victim is dependent (e.g., abuse). 
Cancer as trauma. Some researchers have also argued that health-related 
problems such as being diagnosed with cancer can lead to both physical and 
psychological trauma (e.g., Erickson & Steiner, 2001; Stanton, Bower, & Low, 2006). 
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According to Stanton, Bower, and Low (2006), a cancer diagnosis challenges the core 
assumptions of an individual as well as one's self-esteem and sense of control or efficacy. 
The National Cancer Institute (2007) defines trauma as "injury to the body, or an event 
that causes long-lasting mental or emotional damage." Having cancer involves both 
aspects of this definition—threat to body and threat to psyche and is clearly a stressful 
experience with the potential for producing negative psychosocial outcomes (Cordova, 
Cunningham, Carlson, & Andrykowski, 2001). This definition is also consistent with 
both the descriptions of trauma elucidated by both the DSM (DSM-IV-TR, 2000) and 
posttraumatic growth researchers (e.g., Calhoun and Tedeschi, 2006). Many 
psychological researchers take for granted the faet that having cancer is traumatic, often 
calling cancer a life-threatening illness (Holland et al., 1999), or referring to their 
research as part of the ongoing battle with cancer (Kaplar, Wachholtz, & O'Brian, 2004). 
Also, when studying the effect of cancer on life variables, researchers have investigated 
several domains including (a) perceived stressfulness of having cancer, (b) disease 
severity, (c) degree of psychological distress caused by the cancer experience, and (d) the 
impact of cancer upon subjective well-being and quality of life (Stanton, Bower, & Low, 
2006). The way in which cancer is viewed and studied by the scientific community is 
indicative of the faet that it is often viewed as a traumatic experience (Erickson & 
Steiner, 2001). A diagnosis of cancer would also appear to fit the aforementioned 
characteristics of trauma elucidated by the Sidran Institute, considering that the most. 
psychologically distressing traumas are repeated blow, unpredictable, and multifaceted 
(Erickson & Steiner, 2001; Greenstein & Breitbart, 2000; Hantman & Solomon, 2007). 
Cancer is potentially a repeated blow trauma, in that it is not uncommon for a person to 
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experience periods of remission, only to have the cancer reemerge. The disease can be 
unpredictable, may emerge anywhere in the body, and cannot always be cured. Moreover, 
severat forms of cancer can reemerge with a vengeance or metastasize, making the 
repeated blow even more difficuit to deal with. It is multifaceted in that in addition to 
being a medical disease, it can also bring with it social, personal, spiritual, and familial 
uncertainty (Cordova, Cunningham, Carlson, & Andrykowski, 2001). 
Posttraumatic Growth 
According to Tedeschi and Calhoun, posttraumatic growth can be defined as 
"positive psychological change experienced as a result of the struggle with highly 
challenging life circumstances" (Tedeschi & Calhoun, 2004, p. 1). Human psychological 
coping processes seem to have the capacity to use traumatic experiences as a means for 
growth. That is, while it may seem counterintuitive, traumatic experiences can foster 
positive change. Posttraumatic growth is sometimes referred to in the literature as benefit 
finding, stress-related growth, perceived benefits, or positive change (Janoff-Bulman, 
2004). 
The idea that life difficulties can lead to growth in humans is not new. This idea 
has pervaded literary, philosophical, mythical, and religious thinking for thousands of 
years. Many major world religions, including Christianity, Hinduism, and Islam, consider 
suffering crucial to the development of wisdom, as well as to the cultivation of • 
relationships with others and a higher being (Shaw, Joseph, & Linley, 2005). Many of 
these faiths view pain as necessary for purification, holiness, or preparation for life to 
come (Calhoun & Tedeschi, 2006). What is relatively recent, however, is the scholarly 
attention posttraumatic growth has begun to receive from researchers in the fieids of 
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psychology, counseling, psychiatry, and social work. Within the last two decades, both 
qualitative and quantitative raethodologies have been employed to systematically 
investigate positive, trauraa-stimulated change (e.g., Cadell, Regehr, & Hemsworth, 
2003;Calhoun & Tedeschi, 2006; Manrie et al., 2004; Tomich & Helgeson, 200.4; Weiss, 
2004). As noted earlier, traumatic events can cause severe negative psychological 
consequences for people. Yet, there is also compelling data to suggest that, for many 
people, an encounter witb a negative life event can also lead to a positive psychological 
outcome (Park, Cohen, & Murch, 1996; Calhoun & Tedeschi, 2006). 
What Constitutes "Growth?" 
Two important issues associated with posttraumatic growth involve questions 
about the definition and parameters of growth (Park & Lechner, 2006), and howwe can 
know that a trauma survivor has indeed experienced "growth." Calhoun and Tedeschi 
(2006) have been quick to assert that, due to the wide vanety of experience and the 
extreme nature of individual differences, there can be no one, all encompassing definition 
of posttraumatic growth. They warn against assuming positive growth in every person 
who experiences trauma as well as assuming any change at all. Moreover, when attempts 
are made to measure posttraumatic growth quantitatively, there is ongoing debate over 
what cut-off scores indicate true growth. The process of deciding whether change in a 
participant was sufficiently positive to be labeled as posttraumatic growth can be difficult 
and potentially arbitrary (Calhoun & Tedeschi, 2006). Most agree that this question can 
be truly answered only by the individuals who have experienced the trauma (Park & 
Lechner, 2006; Wortman, 2004). 
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 Despite research suppoiting postiraui aaiic grovv til, the concept has not gone 
without scrutiny. To approach the res sar eh of trauma with the assumption that survivors 
: liaye.experieiiced growth, an idea that has streng ties io the positive psychology 
movemenl, has beeh viewed by s'ome'as overiy optimistic (e.g., Wortman, 2004). Some 
researchers beiieve that in seeking to understand posttraumatic growth cunent research 
t: has become bias ed tcward positive clianges (Park & Lschner, 2006; Wortman, 2004). 
Another criticism is that participants are asked to describe only positive changes they 
have experienced as a result of a trauma as opposed to being asked whether they have 
experienced any changes at all. Undoubtedly; this approach biases the nature of the data 
collected (Park & Lechner, 2006). Moreover, it has also been found that research 
participants are less willing to disclose negative changes associated with trauma. 
McMillen, Zuravin, and Rideout (1995) found that, and when given an open-ended 
question, approximately half of the participants reported some benefit This finding could 
be the result of positive impression management, or participants' desire to downplay the 
negative, in order to cope, or a refiection of the participants' search for a purpose or 
meaning in their pain (Wortman, 2004). 
Despite the aforementioned criticisms, researchers have continued to give 
attention to the positive psychological aspects of traumatic events. Many researchers have 
sought to mitigate the effects cf positive impression management by inviting participants 
to describe both the positive and negative impacts of stressful events, but this need not 
preclude researchers from specifically emphasizing the positive (Park & Lechner, 2006). 
Many people report having learned highly valuabie lessons from their traumatic 
experiences, which, they assert, have allowed thern to have made them better able to live 
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more fulfilling lives. The variables associated with this growth are of interest to 
clinicians, who are working to erihance well-being (Calhoun & Tedeschi, 2006). The • 
proponents of posttraumatic growth assert that this line of inquiry should be pursued . 
because such growth is reported with high frequency by survivors and has the potential to 
enhance mental health (Smith & Cook, 2004), increase a sense of meaning or purpose. in 
life (Janoff-Bulman, 2004; Neimeyer, 2006), and foster human resiliency (Dienstbier, 
1989; Lepore & Revenson, 2006). Most researchers recognize that traumatic expeiiences 
have both positive and negative outcomes, but they seek to filla gap in the literature by 
studying both the way in which positive growth takes place and its consequences-
(Tedeschi & Calhoun, 2004). Finally, posttraumatic growth research is consistent with 
the values of the positive psychology movement, which emphasizes optimism, hope and 
the human capacity for positive growth (Seligman, 2005). 
Conceptualizations of Posttraumatic Growth 
While research on stress-related growth is a growing area of inquiry in the social 
and behavioral sciences, there remains a dearth of literature describing comprehensive 
models of posttraumatic growth (Park, 1998; Park & Ai, 2006). Tedeschi and Calhoun • 
(1995) have proposed the most detailed model to date. These current growth 
conceptualizations are in their infancy and are thus decidedly general and abstract, and 
empiricai evidence for them is almost nonexistent. However, these hypotheses do share 
threads of commonality For example, across theories, there are two main conditions that 
are considered necessary in order for posttraumatic growth to be catalyzed. The first 
condition is that the perceived impact of the stressor must be great (Stanton, Bower, & 
Low, 2006). Yet, there seems to be a critical mass or subjective internal threshold beyond 
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which cognitive coping resources are overwhelmed and positive growth becomes less ' 
likely (e.g., when an individual's psychological resources are overwhelmed). A second 
commonality is intention al engagement with the stressor by the person experiencing the 
trauma. Deliberate cognitive processing, affect management, self-disclosure, renewed 
meaning-making, actively seeking social support, and approach-oriented coping are all 
components of intentional engagement (Stanton, Bower, & Low, 2006). 
Preliminary conceptualizations of posttraumatic growth have involved 
descriptions of the importance of meaning-making following a traumatic experience. For 
example, similar to Meichenbaum's (1985) stress inoculation model, Janoff-Bulman's 
(2004) postulated that survivors rebuild their assumptive worlds in a way that makes 
them more resilient to future assaults. Having integrated lessons learned from their 
experience, survivors reconstruct their inner world (e.g., reorder their pribrities). The 
main reason traumatic experiences are often so difficult to endure is that most people do 
not expect tragedy to hit them personally, and they are thus unprepared to handle this 
tragedy (Janoff-Bulman, 2004). Survivors who have assimilated life's unpredictable 
nature and their own fragility into new schemata are thought to have a more realistic, 
psychologically healthy cognitive mechanism to face pain (Davis, Wohl, & Verberg, 
2007; Janoff-Bulman, 2004). This is supported by the finding that cognitive adaptation 
following a traumatic experience and reappraising the stressor as positive has been found 
to be crucial to healthy psychological coping (Park, 2005). Moreover, Davis and 
colleagues (2007) found that survivors of loss who confronted and resolved their crisis of 
meaning were more likely to report positive growth. 
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Some theorists have sought to describe more specifically the characteristics of this 
meaning-making process. Janoff-Bulman (2004) suggests that growth involves 
constructing new conceptualizations of the self in the aftermath of stressful events as 
survivors often become aware, for the first time, of strengths and abilities within 
themselves that they would not have discovered had they not experienced their trauma. . 
Survivors develop and discover new psychological coping skilis and resources that can 
lead to new life possibilities. For example, Janoff-Bulman (2004) interviewed a newly 
paralyzed athlete who praised a newfound "life of the mind" he discovered through 
•* reading This is consistent with idea and observation of several researchers and clinicians 
that positive meaning-making is a critical component of psychological resilience and 
growth (Bower et al., 1998; Frankl, 1969; Park, 1998). Indeed, events are often 
experienced as traumatic because they violate a person's ability to construct positive 
meaning or they disrupt a person's personal meaning-making (Park & Ai, 2006). Positive 
meaning-making has been shown to reduce the negative effects of traumatic experiences. 
For example, Ai and her colleagues (2005) sampled 457 college students following the 
September 11 terrorist attacks and found that a greater sense of spiritual meaning was a 
protective factor against depression and anxiety. Boeschen and colleagues (2001) also 
found that rape survivors who avoided making cognitive and emotional sense of their 
traumatic experiences and memories had higher levels of PTSD. Moreover, survivors of 
extreme trauma often report an increased appreciation for life and a renewed appreciation 
for one's existence, with significant relationships being of particularly renewed 
importance (Calhoun & Tedeschi, 2006). In short, survivors often cherish life with 
revitalized energy. Since people tend to inherently seek meaning in life and experience, 
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approaches to the treatmsnl of trauma survivors that involve new méaning-making (e.g., 
narrative therapy, ccgnitne rtstnu låring) have proven most promising (Park & Ai, 
2006). 
Calhoun and Tedeschi 's Model 
, In describing the most ex*ensive model of posttraurnatic growth offered to date, 
Tedeschi and Calhoun (1995) identified three overarching domains or categones of such 
growth. Factor analysiS on subsequent data revealed five orthogonal sub-factors of 
change. There can be changes within a person that go beyond these common core 
domains, or that are specific to the type of trauma the person has experienced (e.g., 
healthier eating following a cancer diagnosis). The core domains along with their 
accompanying sub domains are described below. 
Changedperception ofself The lirst core domain is a changed perception of the 
self, accompanied by the sub-domains of strength and new possibilities. Persons who 
have survived a iraumatic experience often begin to see themselves as "vulnerable, yet 
stronger" (Calhoun & Tedeschi, 2006, p. 5). The survivor comes to see, often in stark 
reality, that his or her own mortality and the fragility of life. The world is seen as a 
dangerous and unpredictable place, yet an inner strength may develop. Persons often 
begin to look hopefully toward future challenges and traumas, believing that, if they can 
handle whai they have already endured, they will be able to manage any new trauma that 
may come. Also, sorne peopl.e experience the emergence of a new focus for their lives. 
New doors ofpossibility open to them as they seek new life paths that they never would 
have considered before experiencing their trauma (Calhoun & Tedeschi, 2006). 
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Relating to others. The second domain of posttraumatic growth involves the way 
in which the survivor relates to others. Oftentimes a consequence ofcoping with a 
personal traumatic experience is a changed view of humanity as a whole. Survivors have 
reported an increased sense of connection with other people in general, as well as an 
increased sense of compassion for others who are suffering, and a greater connection to 
the "living" (Calhoun & Tedeschi, 2006). Survivors also report a greater sense of * 
wholeness and comfort within themselves when relating to others. Persons who have 
struggled with traumatic life events often report increased intimacy with others, greater . 
freedom to be oneself, and increased willingness to self-disclose even socially 
undesirable elements of one's self or experience (Calhoun & Tedeschi, 2006). 
Changedphilosophy oflife. A third domain of posttraumatic growth involves a 
reevaluation of one's values and priorities. That is, the person often experiences a 
philosophical shift in what he or she believes to be the most important things in life 
(Calhoun & Tedeschi, 2006). Extrinsic priorities take a backseat to intrinsically important 
ones. Survivors also often report existential or spiritual growth often manifested in a 
greater sense of meaning in life, greater life satisfaction, and greater depth of spiritual 
experience (Calhoun & Tedeschi, 2006). The impact on personal faith can be positive or 
negative, and some persons, experience existential crisis or a loss of faith as a result of 
their tragedy. This is especially true is the tragedy is considered senseless, or if the loss is 
great However, samples of survivors studied in the United States predominately report 
positive spiritual and religious change as a result to trauma (Calhoun & Tedeschi, 2004). 
Cognitive Engagement. Calhoun and Tedeschi (2006) have contended that 
rumination about a traumatic event or experience is necessary and even crucial for 
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growth to occur. They have labeled this proeess as cognitive engagement and suggest that 
the level of posttraumatic growth reported by trauma sufferers tends to be directly 
correlated with the degree to which they have ruminated about the stressful event 
(Calhoun & Tedeschi, 2006). Cognitive engagement involves the mental processes of 
meaning making, memory, cognitive restructuring (schema revision), and future . 
planning. For growth to occur, they suggest, the person must cognitively acknowledge 
and accept the reality of the trauma, and then regroup their mental resources to cope with 
that reality. Survivors move from thoughts of "How could this happen?" or "Why did this 
happen?" to "This has happened, how do I deal with it?" Several studies (e.g., 
Cozzolino, Staples, Meyers, & Samboceti, 2004; Epstein, 1991) have found that the 
higher the level of threat and stress associated with the traumatic event, the more likely 
people are to report higher levels of growth, which has been found across several types of 
traumas (Calhoun & Tedeschi, 2006). However, there is a point of diminishing return at 
which psychological coping capacity is exceeded. Therefore, more trauma does not 
necessarily lead to more growth in all people; the more severe a trauma, the more likely it 
will be to foster growth, as long as cognitive resources are not overwhelmed. Cognitive 
engagement, and hence posttraumatic growth, has several potential positive aspects. 
Traumas can be thought of as earthquakes that shake the assumptive foundations of 
cognitive schemas. Once those schemas are rebuilt, they are more resistant to future 
assault. Also, experiencing a trauma, and growing from within, tends to make subsequent 
traumatic assaults to the system more psychologically manageable. 
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Posttraumatic Growth Following Cancer 
As has been descnbed, receiving a cancer diagnosis can meet the criteria of a 
traumatic experience. Common symptoms of psychological trauma are often involved in 
déaling with cancer, inciuding fear, a sense of helplessness, imminent threat of death, 
challenges to core assumptions, uncertainly about the future, changes in interpersonal 
relationships, and invasive, painful medical treatments (Janoff-Bulman, 2004). 
Nevertheless, "some cancer patients report profound positive changes in themselves, their 
relationships, and other life domains after cancer" (Stanton, Bower, & Low, 2006, p. 
138). 
Despite her criticisms of posttraumatic growth research, Wortman (2004) has 
stated that mortality salience is the most central type of threat faced by cancer patients. 
Drawing on her own trauma research and personal work with cancer patients, she 
concedes that "across all the disasters, people who thought that they were going to die 
were most likely to report personal growth as a result of their experience" (Wortman, 
2004, p. 85). Thus, it could be asserted that most diagnosed individuals report that they 
have experienced some type of psychological growth or have benefited in some way as a 
result of their experience with cancer. Furthermore, it is surprisingly common for people 
to say they are even glad they got cancer (Stanton, Bower, & Low, 2006; Wortman, 
2004). Positive growth has been reported by individuals diagnosed with various types of 
cancer inciuding: breast, iung, colorectal, testis, melanoma, and prostate cancer. Current 
prevalence estimates of positive growth range from 60-95% (Stanton, Bower, & Low, 
2006). 
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-. - The most common type ofgrøwth reported by cancerpatients is in the areaof 
•.interpersonal relationships More than a quarter of cancer patients surveyed across studies 
. report deeper, more meaningful relationships with loved ones, as well as increased 
< compassion and awareness of one's own importance to others (Stanton, Bower, & Low, 
. 2006). Greater appreciation for hfe represents another common area of growth reported 
'•> by cancer survivors. Between 60% and 85% of participants across studies reported a 
renewed outlook on Hfe, changed prionties, and revised goals (Sears, Stanton, & Danoff-
Burg, 2003; Stanton, Bower, & Low, 2006). Notably for the present study, enhanced 
spirituality is also commonly reported (Cordova et al., 2001). 
Variables Affecting Growth Following Cancer 
While positive benefits are reported by many cancer patients, such reports are not 
universal, Hence, it is important to consider the factors that make an individual more 
likely to report positive growth, that is, characteristics which distinguish those who 
experience growth from those who do not. Stanton, Bower, and Low (2006) compiled the 
results of over 50 studies in an effort to determine the common correlates of 
posttraumatic growth. Due to the correlational nature of this line of inquiry, studies 
yielding nori-significant results (i.e., no relationship). This is a limitation in that the 
reader may be mislead into interpreting non-significant results as significant ones. Also 
correlational data alone is insufficient te justify causation. However, non-significant 
studies have been included because they may also be useful in understanding to what 
variables posttraumatic growth is not correlated. All of the included studies that found 
significant'results did so at the/? < .05 level, This review of the research fmdings yielded 
factors that fell into the following categories: sociodemographic variables, characteristics 
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of the stressor, personality attributes, social context variables, coping processes, and 
indicators of physical heal tb. ' 
Sociodemographic variables. No clear relationship was found between , 
socioeconomic status (SES) and positive growth. One explanation for this is the 
incongruent measures of SES used by the various studies included. Researchers in three 
studies found a significant positive correlation between minority status and growth 
(Bower et al., 2005; Tomich & Helgeson, 2004; Urcuyo et al., 2005), but several of the 
studies investigating ethnicity yielded a non-significant result. In terms of age, several . 
researchers found that younger patients tended to report more growth, but most of the 
studies in this category yielded non-significant results. To date, no research has found a 
significant relationship between gender and growth. Therefore, SES, minority status, age, 
and gender have not be shown to be correlated with reports of posttraumatic growth 
following cancer. 
Characteristics ofthe stressor. There is strong evidence to suggest that the greater 
the perceived threat to life the more likely participants are to report posttraumatic growth. 
Positive, though less consistent correlations have been found between disease severity 
and psychological growth. Only one study found a significant relationship between 
reported growth and a more positive prognosis (Collins, Taylor, & Skokan, 1990). The 
connection between how much time had passed since the cancer diagnosis and when < . 
growth was reportedly experienced was inconclusive. Also, the type of treatment 
received, and the type of surgery employed, did not have a significant impact on reports 
of growth. Overall, this means that the more life threatening a person perceived their 
cancer experience to be, the more likely they were to report psychological growth, 
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whereas variables such as the passage of time and type of treatment employed did not 
appear to influence reports of growth. 
Personality attributes The personality variables of optimism, higher self-esteem, 
and reward responsiveness were all found to be positively correlated with positive growth 
(Schulz & Mohamed, 2004; Urcuyo et al,, 2005). Those who tend to have a general 
expectancy for positive outcomes are more likely to report having grov/n from their 
experiences. Indeed, many cancer studies report at least a modest relationship between 
posttraumatic growth and the dispositional factors of optimism, hope, and extraversion 
(Affleck & Termen, 1996). Conversely, neuroticism and threat sensitivity have not been 
found to be significant correlates (Urcuyo et al., 2005). Thus, positive personal 
psychological resources have been positively connected to reports of posttraumatic 
growth. 
Social context variables. A significant relationship between psychosocial factors 
and levels of reported posttraumatic growth has also been found..Cordova et al. (2001) 
found that the participants who talked with others about their experience with 
compassionate others were significantly more likely to report posttraumatic growth (r = 
.25, p < .05). Also, merely being married does not in and ofitself appear to foster 
posttraumatic growth, but persons with supportive partners have shown increased levels 
of growth (Schulz & Mohamed, 2004; Weiss, 2004). Posttraumatic growth was also 
positively related to sustained contact with another person who had experienced such 
growth, and with the active seeking of social support as a strategy for dealing with cancer 
(Stanton, Bower, & Low, 2006; Weiss, 2004). 
Coping processes. Persons engagir^ in the following coping strategies reported 
significantly more positive growth than those who did not: (a) problem-focused coping, 
(b) positive reappraisal, (c) acceptance, support seeking, (d) a more emotional coping 
approach, (e) more escape/avoidance coping, (f) less substance abuse, (g) religious 
coping, and (h) positive mood (Sears, Stanton, Danoff-Burg, 2003; Shultz & Mohamed,. 
2004; Thornton, Perez, Meyerowitz, 2005;Urcuyo et a!., 2005). It is relevant to note that, 
for each study yielding significant results for the above coping styles, there exists an 
accompanying study that yielded no significant result for that particular variable. This 
casts doubt on the strength of these findings. In coping research, a distinction is often 
drawn between coping processes of approaching versus avoiding the stressor. Overall, 
posttraumatic growth has been significantly connected to approach-oriented coping 
strategies, such as active acceptance. Also, longitudinal studies have shown that support-
seeking is strongly related to growth, as people who are emotionally expressive and 
actively seek social support to cope are more likely to report growth (Stanton, Bower, & 
Low, 2006). Moreover, increased gre wth has been reported by patients who see their 
illness as a challenge, that is, those who display a "fighting spirit" (Bower et al., 2005) 
Physical health. Researchers mvestigating the relationship between physical 
health and posttraumatic growth distinguish between quality of life variables and more 
objective measures of physiological functioning. Overall there is only limited evidence 
that posttraumatic growth is associated with measures of one's general quality of life 
such as the Adjustment to Illness Scale or the Sickness Impact Profile (Stanton, Bower, & 
Low, 2006). Although limited, there is evidence to suggest that posttraumatic growth is 
associated with more biologically oriented variables such as reduced serum cortisol 
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(Cruess.et aL, 2000), increased levels of immune funciioning (McGregor et al., 2004), 
and !ess physical pain (Kat'/; et.al,, 2001). More research is needed to determine the direct 
relationship between posttraumatic growth and physical health before, during, and after 
the cancer experience. 
In summary, immutable correlates of posttraumatic growth have yet to be 
•described, and the existing literaturs on the subjsct is cften inconclusive and sometimes 
coritradictory. The only correlates with substantial empiricai evidence are those of social 
support .and high perceived threat of the stresser. The equivocal nature of the tindings of 
posttraumatic growth. research following cancer should come as no surprise due to the 
nature of what is being studied. As Janoff-Bulman (2004) has noted: 
The long-term legacy of trauma involves both losses and gains...the survivor can 
. focus Dn one or. the other, but both are ever present In the aftermath of trauma, 
survivors experience disillusionment and appreciation, unpredictability and 
preparedness, and vulnerability and strength (p. 34). 
. The Role of Spirituality in Posttraumatic Growth 
Researchers have shown that many people experience growth following trauma, 
but some investigations are beginning to focus on the specific role of religion and 
spirituality in posttraumatic growth. Current research indicates that religious beliefs may 
be an important component of growth through traumatic experiences (Shaw, Joseph^ & 
Linley, 2005) For example, Schuster et al. (2001) conducted a survey immediately 
following the terror attacks of September 11, 2001 and found that 90% of those surveyed 
used their religious faith to cope. Evidence also exists to suggest that spirituality is 
sometimes experienced as helpful to people who are coping and recovering from 
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traumatic events (e.g., Emmons, Colby, & Kaiser, 1998; Siegel & Serimshaw, 2000). -• 
Also, religious and spiritual beliefs have been shown to develop following a trauma, as 
has been reported in case studies of persons surviving war, illness, major disasters, and 
:
 the Holocaust (Shaw, Joseph, & Linley, 2005). 
A wide range of responses to trauma, including both positive and negative aspects 
of religious and spiritual coping have been identified. Some benefits to using religion and 
spirituality to cope may include enhanced meaning/existential awareness, increased social 
support, and having a structured belief system (Shaw, Joseph, & Linley, 2005; Vis & 
Boynton, 2008). Also, spiritual coping may aid the reappraisal of a stressful event as less . 
of a problem and more of a challenge, and may provide a fortified cognitive framework 
through which one may cope (Shaw, Joseph, & Linley, 2005). Trauma may also provide 
the opportunity for those coping spiritually to experience an increased sense of personal 
meaning, as well as an enhanced and more highly developed spiritual life (Park, 
Edmondson, Fenster, & Blank, 2008). 
Negative harmful components of religious and spiritual coping have also been 
identified. For some, the experience of a traumatic event presents a strong challenge to 
their faith. Indeed, trauma, by definition, challenges presuppositions and spiritual 
assumptions. Persons may feel forsaken by God and experience bitterness, anger, or 
anxiety in their relationship v/ith God (Shaw, Joseph, & Linley, 2005). Moreover, some' •;-
people report experiencing increased cynicism and decreased religious commitment 
following trauma (Shaw, Joseph, & Linley, 2005). 
Shaw, Joseph, and Linley (2005) reviewed the spirituality and posttraumatic 
growth literature and found consistent evidence for the importance of religion and 
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spirituality to the process of posttraurnatic growth. Qualitative research has revealéd 
idiographic evidence ofthis, as religious coping has been reported to catalyze growth in 
abused women (Fallot, 1997), those experiencing a significant loss (Emmons, Colby, & 
Kaiser, 1998), an ethnicaily diverse sample of women who were HIV positive (Siegel & 
Schrimshaw, 2000), and parents of murdered children (Parappully, Rosenbaum, van den 
Daele, & Nzewi, 2002). Quantitative evidence for the importance of spiritual coping to 
posttraurnatic growth also exists and shows that traumatic experiences can stimulate 
religious and spiritual beliefs and that such belief can aid psychological recovery as well 
as personal development and growth (Shaw, Joseph, & Linley, 2005). 
Spiritual Growth Following Cancer 
Research has shown that posttraurnatic growth often involves a component of 
spiritual growth, and most modern growth scholars include a spiritual growth component 
as part of their theories. Descriptions of spiritual growth are often folded into more 
broadly defined categories. For example, Janoff-Bulman's (2004) postulates that 
posttraurnatic growth involves a rejuvenation of religious and spiritual experience as part 
of enhanced existential awareness. Additionally, Calhoun and Tedeschi's (2006) model 
of posttraurnatic growth incorporates renewed spirituality as part of its changed 
philosophy of life domain, which also includes a reevaluation of priorities and an 
increased appreciation for life itself. The Posttraurnatic Growth Inventory (Tedeschi & 
Calhoun, 1996) includes spiritual changs as a subscale. 
Researchers in the health and oncological sciences are also beginning to recognize 
that spiritual development and growth can evolve from the cancer experience^ but current 
research tindings lack specificity and depth. To date, the preliminary attempts to research 
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spiritual growth following cancer have not sought to investigate spirituality in its fullest 
sense, but rather have looked oniy at a few specific facets of spirituality such as meaning 
in life, well-being, and prayer (Meraviglia, 2004; Meraviglia, 2006). For exarhple, 
Meraviglia (2004) surveyed 60 adults with lung cancer who were between 33 and 83 
years of age. They were given the Life Attitude Profile, Adapted Prayer Scale, Index of 
Well- Being, and Symptom Distress Scale. Both meaning in life and prayer were 
positively correlated with psychological well-being. Meraviglia (2006) also surveyed 84 
women with breast cancer and found that meaning in life again showed a strong positive 
correlation with positive coping. These studies, though small and containing several 
limitations (e.g., small sample size, not having been replicate), have shown that an 
increased sense of meaning in life is associated with higher more positive coping and 
psychological health. Most studies addressing the connection between coping with cancer 
and spirituality have yielded little more than abstract fmdings (Albaugh, 2003; Gall & 
Cornblat, 2002; Halstead & Hull, 2001). Still, there is recognition of a vague connection 
between the traumatic experience of having cancer and spiritual growth, but there is 
currently little understanding of: (a) how this spiritual growth occurs, (b) what domains of 
' spirituality are affected, (c) what type of spiritual growth follows cancer, or (d) how 
mental health and medical professionals can seek to foster such growth. 
Purpose Statement 
The purpose of the present study was to investigate how having cancer has 
affected the spiritual growth of survivors across a multidimensional conceptualization of 
spirituality using the twelve domains of spirituality postulated by Tsang and McCullough 
(2003) and Hill (2005). The goal was to investigate the phenomenological or lived 
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'experience&of posttraurr.atie spiritual growth of cancer survivors. The interview protocol 
and analysismethod were useci to aaswer the following overarchingresearch question: 
•How does surviving cancer irnpact the spiritual growth of survivors? 
36 
CHAPTERII 
METHODOLOGY 
Philosophical Paradigm • -
Since research is built upon certain foundational assumptions, it is important to 
explicate the philosophical paradigm on which the present study was based (Colaizzi, 
1978). This study rested on a constructivist philosophical paradigm, which is a way of 
knowing that emphasizes subjective interpretation of reality and the importance of 
contextual factors. Constructivism shares many of its underlying principles with 
cognitive theory and has roots in the cognitive movement (Neimeyer, 1993). According 
to McGrath and Johnson (2003), constructivism rests upon five primary assumptions: (a) 
reality is a highly subjective construction, (b) interpretations of reality cannot be divorced 
from personal perceptions and experience, (c) experience is highly individual and 
variable, (d) interpretations of reality are subject to change over time, and (e) knowledge 
is contextually based. 
Phenomenology 
Phenomenology is a type of qualitative inquiry that seeks to describe the meaning 
individuals give their lived experiences (Creswell, 1998), and is based on the philosophy 
that observable, measurable, duplicable (i.e., quantitative) approaches to psychological 
inquiry are prone to missing, or even altogether eliminating, the most important 
phenomenon under study, namely human experience (Colaizzi, 1978). It is an approach 
concerned not with explanation and control, but with understanding and description, and 
is "a refusal to tell the phenomenon what it is, but a respectful listening to what the 
phenomenon speaks of itself' (Colaizzi, 1978, p. 52). 
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There is no "one" phenomenological method (Colaizzi, 1978), but most 
approaches fall under one of two major methodological umbrellas: either hermeneutic or 
empiricai. Hermeneutic phenomenological approaches are concerned with analyzing and 
understanding written narratives to understand and describe human experience (Hein & 
Austin, 20.01). The goal is to produce a rich, deep description of a phenomenon as it 
emerges within a text, which can be done by analyzing the life-texts, or written 
experience of participants, or by studying previously written historical or literary 
narratives. During this process, the researcher works to overcome personal assumptions 
to understand and describe the phenomenon itsel.f, as viewed in context from the text's 
perspective. Since phenomenology seeks to explore and describe the unique meaning 
assigned to experience by persons who have lived through a common phenomenon, it is 
an appropriate fit for the present study. As the goal of the study is to explore the lived 
spiritual experience of cancer survivors, the phenomenological approach developed by 
Colaizzi (1978) was used because its focus is on understanding and describing the lived 
experience of participants. Also, Colaizzi pro vides a flexible step-by-step process for data 
analysis (described below) the result of which is a description of the essence of 
participants' experience in terms of both their common and unique experience. 
Researcher as Co-Constitutor of Experience 
At the time of data collection, the primary investigator was a 28-year-old, 
European-American male completing his doctoral training in counseling psychology at a 
large state university in the South. He has completed a course in qualitative methodology, 
has collaborated on several qualitative research projects, and is currently working as one 
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of the primary student research assistants on a qualitative research grant. He has 
intermediate experience with collecting, analyzing, and interpreting qualitative data. 
Researcher Biases and Assumptions 
Reflexivity is a strategy of critical seif-refiection that seeks to enhance overall 
rigor by requiring the researcher to explicitly state his or her potential biases and 
assumptions that may contaminate the research process or conclusions (Johnson, 1997, p. 
283; Lincoln & Guba, 1985). Following are the assumptions of which the researcher was 
currently aware. He believed that traumatic experiences can have a profoundly positive 
impact on one's spiritual growth. He expected that participants would report a significant 
amount of spiritual growth following their cancer experience within almost every domain 
of spirituality. In particular, he expected the domains of spiritual support, spiritual 
development, spiritual coping, and spiritual experiences to show the most significant 
growth. The researcher's own experience of studying issues related to spiritual growth 
following Hurricane Katrina may influence the way he saw the data, as a previous 
investigation yielded results that indicated spiritual development in trauma survivors. 
Ongoing discussions with the dissertation chair served to help ensure greater objectivity. 
Participants 
Thirteen persons participated in this study, which is in keeping with the current 
standard for number of participants in qualitative studies for counseling psychology (Hill 
et al., 2005; Hill et al., 1997). The primary inclusion criteria for the study was that 
participants received a diagnosis of cancer of any kind at some time in their lives and 
have subsequently been declared cancer-free by a physician who had medical evidence of 
the participant's cancer-free status (eg., scan or blood test). Also, participants had to 
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report that they believed their life was m dangcr ?& some point during their cancer 
experience to be included in the' study. Participants were identified by using key 
. • informants from the Hattiesburg, Mississippi chapter of the American Cancer Society. 
Upon receipt oi proof of IRB approval (see Appendix E), the director of the Hattiesburg 
chapter of the American Cancer Society gave the researcher's contact information to 
i potential participants. A snowbal! sampling procedure was used to identify participants 
. who met criteria by utilizing peer-nominations. Once a participant was identified, he or 
, • she was asked to identify another likely participant and so on. Every effort was made to 
include participants who represented a diverse range of demographic characteristics 
including gender, age, socioeconomic status, sexual onentation, ethnicity, and religious 
affiliation. Key informants and participants were specifically asked to nominate for 
participation persons who would diversify the sample. 
Demographic Information 
The sample included three men and ten women. Twelve participants identified 
their ethnicity as Caucasian and one identified as African American. Participants ranged 
in age from 44 to 73 years with a mean age of 61 years. The amount of time each 
participant reported having been cancer-free ranged from 1 year to 23 years with a mean 
of 8 years. Seven participants were married, three were divorced, two were single and 
one v/as widcwed at the time of the interviews. Fight participants had been diagnosed 
with breast cancer, two with Leukemia, one with colon cancer, one with lung cancer, and 
one with fallopian tube/ovanan cancer. The length of time participants reported having 
cancer ranged from 6 months to 22 years with a mean of 5 years. In terms of treatments 
participants underwent, eleven participants received chemotherapy, five had a single 
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mastectomy, fbur had radiation treatment, tliree had a double mastectomy, three had . 
surgery to remove a cancerous tumor, and one had a lumpectomy. Four participants 
reported that they had cancer more than one time, with one participant reporting having .• 
had cancer four times. In terms of reiigious affiliation, five participants identified as 
Baptist, five as Methodist, <wo as Catholic, and one as Latter Day Saint (Mormon). 
Procedure 
Focus Groups 
Qualitative focus groups involve gathering together a group of persons with 
specialized knowledge relevant to the research question with the goal of informing and , 
enhancing a study's research methodology (Marshall & Rossman, 2006). They rely on 
group process dynamics to produce insights that emerge due to group interactions 
(Morgan, 1997). Prior to conducting the individual interviews, the researcher led three 
mini-focus groups, the goal of which was to refine the interview protocol. One focus 
group consisted of two cancer survivors, one was comprised of two reiigious leaders, and 
the third involved two medical professionals treating cancer patients (e.g., an oncologist, 
or oncological nurse). Members of the focus groups were asked to review the current 
interview protocol and offer feedback. The results of the focus group were used to refine 
the interview protocol. 
Both the cancer survivors and the reiigious leaders indicated that using the term • 
"cancer free" would likely be problematic since there is no standard definition available. 
These focus group participants also warned that having cancer can become part of.a 
person's identity and one cancer survivor proposed that there may be a difference 
between being medically and psychologically "cancer free." In response to this feedback, 
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the interview protocol was amendeti to usc language such as "after your cancer 
experience,.." and "as a cancer survivor.. " Moreover, participants were simply asked 
about their cancer experience in genera) terms and the "cancer free" label was not rigidly 
applied. Participants made it clear mat they were beyond the ' remission" phase and that 
they had not been dealing with the etfects of having cancer for a specific period of time. 
Those in the cancer survivor's focus group stated that participants would likely make a 
distinction between religion and spirituality, thus a clarifying prompt was added to the 
interview protocol stating, "Is there a difference for you between religion and 
spirituality? If so, describe that?" Those in the ministers' focus group expressed that 
growth may be different depending on how disruptive the cancer experience was in the 
life of the survivor. In response to this feedback, more prompts were incorporated into the 
interview protocol that sought to tap how much of a disruption cancer was in participants' 
life. For example, participants were asked what treatments they underwent and how this 
affected them at work, home, and church. The medical professionals did not have any 
specific suggestions for changing the interview protocol, but did say that cancer survivors 
seem to look to the medical profession to provide answers and healing in addition to God. 
Thus, when participants talked about interactions with medical professionals as they 
described their cancer experience, the interviewer prompted them to talk about that 
person's rcle in their experience and how he/she may have impacted their spirituality. 
Instruments 
Two instruments were used in this investigation; a demographic questionnaire 
(see Appendix B) and a semi-structured interview protocol (see Appendix C). The 
demographic questionnaire was designed to help the researcher collect demographic 
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information about participants, ensured that participants are cancer survivors, determined 
if participants believed their life was in danger during their cancer expeiience, and asked 
if participants' memory of their expeiience is vivid enough to be described. The semi-
structured interview protocol was used as a guide for conducting interviews. Each 
participant was asked each question on the protocol and follow up questions and prompts 
were used to increase the clarity and depth of responses. 
Individual Interviews 
The revised semi-structured interview protocol was then used to conduct 
individual interviews with participants. Participants took part in one-on-one phone 
interviews that were audio tape-recorded using the semi-structured interview protocol 
found in Appendix C. Once potential participants were identified, they were emailed an 
informed consent and asked to electronically sign the informed consent. Once the consent 
form was e-mailed back to the researcher and received, an interview was scheduled and 
the participant was sent the demographic questionnaire and the interview questions via e-
mail to review before the interview. Prior to beginning the interview, confidentiality was 
explained and participants were told that there are no correct answers to the interview 
questions and they were encouraged to freely relate their unique perspective. Participants 
were also informed that interviews would be audio recorded and transcribed verbatim. A 
one paragraph summary of each participant's interview was constructed by the researcher 
and emailed to participants who were asked to communicate whether they believed the 
summary accurately captured what they were trying to communicate during their 
interview. All participants indicated that the summaries accurately captured their 
expeiience. One participant clarified the type of cancer she reported surviving was 
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.inaccurate ii.the sumnruy Thi i had resulted from a typcgraphical error. 
Phenomenolcgical qualitative methodology was used to analyze the transeripts for 
emergent themes'surronniing spiritual grjwth. Results described participants' lived 
experience of posuraumstic spiritual growm and are comprised of clustered, crossrcase 
themes and relevant participant quotes. 
Analysis 
Qualitative Methodology' 
Qualitative methodology is as a type of scientific inquiry that uses "data that are 
verbal and visual rather than statisticai," and emphasizes the qualities or essences of the 
phenomenon under study (Morrow & Smith, 2000, p. 199). It is well-suited to the 
research questions of psychology and has also been widely used in the fields of (a) 
anthropology, (b) sociology, (c) nursing, (d) social work, (e) administration, (f) 
community services, (g) management, (h) education, and (i) medicine (Merriam, 2002; 
Morrow & Smith. 2000). Qualiiatrve methods are scientifically useful because they: (a) 
can be used to investigate research questions ill-suited to quantitative methods, (b) 
pro vide rich descriptions of parti cularly complex or multidimensional phenomena, (c) 
give voice to traditionally marginalized groups, (d) can serve as an initial exploration 
toward the development of tneories or quantitative measures, (e) can illuminate the 
diverse perspeotives and experiences of several persens experiensing a similar event, and 
(f) often have a clear connection to applied practice (Sofaer, 1999). 
Qualitative investi gations are comprised of several common features that 
distinguish them from other types of scientific inquiry. For example, Patton (1990) has 
outlined ten primary characteristics of qualitative research: (a) naturalistic inquiry, (b) 
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inductive analysis, (c) holistic perspective, (d) qualitative data, (e) persona! contact and 
insight, (f) dynamic systems, (g) unique case orientation, (h) context sensitivity, (i) 
empathic neutrality, (j) design flexibility. Psychologists' interest in qualitative. 
approachés has grown in the past several years as evidence by recent special issues of 
professionals journals devoted to qualitative methods (e.g., Journal of Counseling 
Psycholcgy). Also, there has been a recent upsurge in the use of mixed models by 
psychological researchers (Morrow, 2007) along with an increased appreciation for how 
qualitative methods can be used to bridge the science-practice gap and how such methods 
are congruent with the paradigms that characterize counseling psychology. 
Phenomenological Data Analysis 
The present study employed the empiricai phenomenological data analysis 
approach developed by Colaizzi (1978), and further elucidated by Worthen and McNeill , 
(2002). The approach offers step-by-step procedures that are meant to be a flexible, 
general guideline. The present study incorporated the following data analysis steps: First, 
Obtaining a Sense ofthe Whole involves gaining an overall sense of what each 
participant is communicating, which is necessary due to the extreme importance of 
context and the researcher's ability to understand the lived experience of participants. 
Therefore, all transcripts were read at least twice in their entirety to develop this overall 
sense. Second, Identifying Relevant Meaning Units involves identifying significant 
statements or phrases relevant to the phenomenon under investigation (spiritual growth). 
The researcher extracted these units of meaning from the transcripts by underlining 
relevant quotes and phrases in the text. Third, Articulating the Meaning Units means 
translating the meaning of participant statements into terms that are relevant to the 
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research question and which are rnost congruent with the phenomenon under study. 
Formulation of the meaning ofthe extracted phrases in this way requires going "beyond 
what is given in the original data and at the same time staying with it" (Colaizzi, 1978, p. 
59). For the present study, the researcher summarized each underlined meaning unit with 
a word or phrase that is relevant to spiritual growth, writing it in the margin of the 
transcript. Fourth, Cross-Case Analysis calls for comparing the articulated meaning units 
of each protocol with the meaning units derived from all of the other protocols and 
clustering together units that are similar. The researcher organized the formulated 
meanings into cross-protocol theme clusters attending to the frequency (or relative 
infrequency) with which themes emerged across protocols. Fifth, the researcher created a 
Description ofthe Essence ofthe Experience, which involves generating a holistic 
description ofthe participants' aggregated experience. Results are presented in the form 
of domain labels/descriptions, which include representative participant quotes. 
Enhancing Rigor and Trustworthiness 
Lincoln and Guba (1985) have outlined four standards by which qualitative 
inquiry may bejudged: (a) credibility, (b) transferability, (c) dependability, and (d) 
confirmability. The present study will incorporate rigor-enhancing strategies that 
specifically address each of these criteria. 
Credibility. Credibility refers to the degree to which the results of a study have 
merit and accurately represent the experienced reality of its participants (Devers, 1999; 
Lincoln & Guba, 1985). The method of triangulation, which involves using several 
sources of information to confirm a conclusion and is most often achieved through a 
combination of interview, observations, and data analysis, was used to address this 
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critericm (Johnson, 1997; Merriam, 2002). In Ihis mvestigation triangulation was 
achieved by interviewing several, diverse participants who have survived a similar 
phenomenon (i.e., cancer), using an outside auditor, who examined the obtained results, 
and integrating the findings into existing theory. Second, negative case sampling, 
involves actively seeking evidence that disconfirms the findings of a study (Lincoln & 
Guba, 1985). The strength of this approach is that it "rnakes it more difficult to ignore 
important information" (p. 284) and it increases the credibility of the obtained results 
(Johnson, 1997). The researcher actively sought participants who did not experience 
positive spiritual growth following his or her cancer experience for inclusion. Participants 
and informants were directly asked if they knew any such persons, but none were 
identified. However, the researcher did report domains of posttraumatic spiritual growth 
not supported by this investigation as a form of disconfirming evidence. Third, referential 
adequacy—the degree to which findings can be shown to have a direct link to the actual 
words of the participants (Lincoln & Guba, 1985) was used. Interviews were audio-
recorded and transcribed verbatim to satisfy this requirement. The researcher then 
compared the tapes with the transcripts for accuracy, making necessary changes if 
inconsistencies were present, Member checking, which involves asking participants to 
confirm the accuracy of the researcher's interpretation of the data helps ensure that 
researchers have appropriately interpreted participants' words (Johnson, 1997; Merriam, 
2002). Member checking took the form of a brief summary of the interview that was 
written by the researcher and emailed to participants Participants were then asked to 
confirm that the summary indeed captured the essence of what they wanted to 
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communicate. AU partics'pants ind/cntea ihat l!i^  summary was an acceptable depiction of 
theii communication. 
Transferability, Transferability refers to the ciegree to which findings can be 
generalized or transferred to simiiar peopie, settings, and times found in the onginai 
study (Lincoln & Guba, 1985; Mernam, 2002). The researcher bears the responsibility of 
•- identifying key characteristics of the participants and context with the goal of giving the 
readei enougli information to d-stermine possible transferability (Devers, 1999). This is 
most often accomplished through the lise ofthick descriptions, which involves providing 
nch detail about participant characteristics, statements, and context. (Lincoln & Guba, 
1985). Thick descriptions were incorporated through the use of participants' actual words 
to augment and support the results that emerged, and by presenting detailed participant 
dernographic characteristics in thei.r entirefy. 
Dependability. Dependable investigations can be relied upon to accurateiy and 
impartially report the findings that. erneiged from the data (Devers, 1999; Lincoln & 
Guba, 1985). Dependability audits involve asking an objective, outside third-party to 
reviéw the findings and check for disruptions in dependability (Lincoln & Guba, 1985). 
In the present study, an experienced qualitative researcher with experience in 
phenomenoiogical qualitative methods served as an official outside auditor. The outside 
auditor is a professor of healthcare management at a large Southern university who has 
severed as a reviewer for the National Institutes of Health as an expert qualitative 
methodologist. After reviewing and working the data shared by the researchers, the 
outside auditor reported achieving simiiar findings and verified that the obtained results 
were perceived to be accurate and refiective of the data. This person was given access to 
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the primary researcher'' 3 transcripts (both coded and non-coded), codes, and domains to 
affirm the logic and dependability of the results. This person analyzed a portion of the 
transcripts herself and obtained similar results as those of the primary researcher. 
Moreover, the scrutiny of the five members of the dissertation committee added to the 
study's dependability. 
Confirmability. Confirmabihty refers to the degree to which the results of the 
investigation can be objectively corroborated by the obtained data (Lincoln & Guba, 
1985). The external auditor was also asked to perform a confirmability audit to ensure 
that the conclusions and results obtained by the primary investigator are verifiable from 
the perspective of a dispassionate peer (Johnson, 1997). This was done at the same time 
the dependability audit was carried out, as the auditor simultaneously attended to issues 
of dependability and confirmability. Confirmability will also be enhanced by the 
triangulation, member checking, and referential adequacy strategies previously described. 
Also, field notes were taken to further enhance the confirmability of tindings and to 
further add to the audit trail (Merriam, 2002; see Appendix D). 
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CHAPTER1II 
RESULTS 
Participants reported believing that their spirituality was strengthened and 
deepened as a result of their cancer experience. These participants reported seeing 
themselves as stronger in their faith and more aware of the importance of spirituality in 
their lives. Overall, the spirituality of these participants reportedly grew in importance, 
complexity, depth, and salience as a result of their experience with cancer. More 
specifically, participants reported posttraurnatic growth across eight of the twelve 
domains of spirituality postulated by Tsang and McCullough (2003) and Hill (2005). 
There were no noticeable differences in participant responses based on any demographic 
variables (e.g. age, diagnosis, etc). While not all participants experienced growth in the 
domains reported, no participant described an experience that contradicted the reported 
growth of any other participant. No pre-set number of participants reporting growth was 
used to determine the viability of a domain, but all cross-case domains reported were 
identified by at least four participants. 
Increased GodLocus of Control 
Eleven of the thirteen participants reported that their spiritual growth was 
enhanced through acceptance of their circumstances and fully surrendering control of 
their-lives to God. They asserted their belief that God was in charge of their 
circumstances (e.g., whether they lived or died, the effectiveness of treatments, etc.) and 
that neither internal nor external factors were superseding this control. Participants 
believed that this surrendering of control represented an increased level of spirituality in 
their lives and that it was a crucial component of the optimism and peace they 
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expenenced. In addition. Ihese participants: reported experiencing an increased trust in 
and dependence upon God as a result of having cancer. They described accessing this 
increased faith as a way to cope with their situation, a process which reportedly fostered 
both participants' spirituality and positive coping. As one participant noted, "I could not 
have made it through all of that without my faith." Conversely, one participant pointed to 
her cancer experience itself as the impetuous for increasing her faith and acceptance, "It. 
[cancer] makes you know that you have to exercise your faith to accept the things you 
can't change." 
Nine participants specifically talked about accepting that God is in control of their 
lives and that they are not. They stated that, at some point during their bout with cancer, 
they came to believe that only God could help them overcome their circumstances. As 
one participant expressed, "Ultimately I have no control over this. I can turn it over to 
God and let him carry it." They talked about putting their lives in God's hånds and 
reported that surrendering control to God made their cancer experience less emotionally 
distressing. One participant explained. "Whenever you figure out that you're not in 
control it just makes things go a lot smoother." Surrendering control of one's life to God 
was described as fostering participants' faith. Participants viewed surrender as a 
significant component of their spirituality and a catalyst of their spiritual growth. One 
participant explicitly linked acceptance of his cancer diagnosis with his spirituality 
saying, "Acceptance is the key to cancer. It is the key to religion, to spirituality," while 
another acknowiedged, "Putting him [God] in charge of what I did instead of myself was 
probably how I grew the most." Participants also reported increased acceptance of the 
possibility of death and "how temporary this life is." In addition, participants reported 
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reGonciling their raortaJity with their spiti'ual beliefs, at. highlighted by a participant who 
said "l was in that acceptance mode of ~its ole if æy healing does not take place until 
heaven, that's fine.'" 
Two participants recalied the specinc moment chey decided to surrender control 
•of their situation to God. For ihese two participants, there was a defining moment of 
surrender that, for them, was crucia! in the proces? of coping with their diagnosis. One 
participant talked about getting on her hånds and knees in her bedroom and saying "God I 
need you. and I can'tdo it without you." Another said. 
I walked out in my front yard, looked up, my hånds and arms to the sky and I 
said, 'Lord this is too big for me to handle by myself, so here I am. If you'll get 
me through it I'll do what you tell me to do.' I put my faith in the divine healing 
power. Prayer and faith is the strengest part of coping with cancer 
Thcugh this could be could be interpreted as the participant seeking to bargain with God 
she described this experience more in the context of peaceful surrender than of making a 
deal with God. 
Ten participants reported an increased reliance on God as a result of their 
experience with cancer. This enhanced trust in Ged reportedly endured through their 
cancer experience as well as after it. Through their illness, these participants reported 
trusting God to give them strength, healing, courage, and the ability to endure their 
circumstances. While describing her dioughts during the approximate midpoint of her 
cancer experience, one participant said, "I was bald, I was swollen, I thought I was going 
to die. I had to just rest in the assurance that God was going to give me the strength to get 
through." Several participants reported trusting that God was handling their medical 
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condition. Two of these participants talked about trusting God over and above their • 
doctors. It was salient for them to be "able te have enough faith to believe that God could 
work it out even when the doctors couldn't." 
In addition to iricreased dependence on God through the experience, participants 
also pointed to an improved ability to rely on God post-experience. One participant 
described developing the ability to worry less about her life and that her cancer 
experience proved to her that God was trustworthy. She said, 
I know I can trust him [God] because of what I went through. My trust deepened 
so much during that time. I don't worry like I used to. When something comes up 
I really can say, 'Ok God, I'm going to trust you with this.' Fve learned to trust 
that he's a big God and he can take care of things for me and defend me instead of 
me taking things in my own hånds and trying to fix all these problems. I think I 
just trust him more and let go of them [problems] more. 
Overall, eleven participants reported an increase in their ability to trust God and surrender 
control of their lives to a divine power. Participants reported that, through these 
expressions of spirituality, they became more accepting their circumstances and believed 
the psychological and emotional distress caused by enduring cancer was ameliorated. 
Increase in Divine Peace 
Eight participants reported experiencing an increased sense of divine peace, at 
some point during their cancer experience Though participants reported experiencing a 
fear of death and the unknown as a result of having cancer, these participants reported 
that God eventually helped them overcome these fears and credited God for this sense of 
peace. They described feeling a profound, inward sense of serenity or well-being that . 
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they had not experienced prior to having cancer and thai served to help them cope with 
the reality oftheir medicai condition. The experience of a sense of divine peace despite 
initial terror is typified in one participant's description: 
I think the battie in your mind is probably the hårdest battle when you are in 
cancer treatment because you are attacked in all directions to be fearful and to 
give up. I know that it was God battling that for me. All I had to do was depend 
on him [God] to make me not be afraid. 
This peace was also explained as having a divine cause, "If God's plan for my life is that 
Fm gonna die from breast cancer, then I accept that. It's like a calmness and a strength 
that I can't explain." This internal sense of well-being was directly connected by 
participants to their spirituality. As another participant noted, "I had such a peace that 
came from my faith and my belief." After describing an extremely fearful night in the 
hospital following her initial diagnosis, one participant expressed feeling a sense of calm 
the next morning, which she believes came from God: 
The next day whenever I woke up, I just felt this feeling of peace had come over 
me. I just felt like however things turned out that it was going to be ok. I was at 
peace. I know that the peace that I had is not something I could have done on my 
own because I was totally devastated. I just started feeling good about it; feeling 
like whatever happens is okay. 
Three participants expressed feeling surprised at the peace they experienced, 
especially considering the traumatic, challenging nature oftheir circumstances. One 
participant expressed that she had not endured a traumatic experience prior to having 
cancer and "it was a surprise that I did have such a peace from God about everything." 
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They also reported believing that God was helping them in multiple and unexpected ways 
and .that their spirituality was posxtively impacted as a result of feeling at peace. Consider 
one participant's narrative: 
Where is this peace and this evenness in my life coming from? Well, it is coming 
from God. It was coming from him ministering to me and helping me each day to 
cope with it [cancer] and live through it and heal, not just physically, but to heal 
spiritually as well. 
In addition, another participant noted that she feels a sense of peace about her future in 
relation to cancer. She reported fearing death in general before she was diagnosed, but 
that she does not now fear dying even of cancer. She described this divine peace as seen 
extending beyond the cancer experience itself into her post-cancer experience. This 
participant explained: 
I have made the choice not to live in fear of it [cancer] coming back. I believe in 
my heart that it may eventually be what I die of, but we are all going to die of 
something. People that know me will just say that it seems there is such a 
calmness now. I don't have the fear. I leave it in God's hånds and I do not have 
any of that fear and anxiety when I do. 
Over half of participants reported experiencing a sense of peace and calm that 
they had not felt before being diagnosed with cancer. For many participants, this peace 
was experienced despite a time of feeling extreme fear about the reality of having cancer 
and at the prospect of dying. The cancer experience was viewed as the reason this peace 
was so intensely felt and divine peace was believed to be experienced despite and 
because of having been diagnosed with cancer. 
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Enhanced Prayer Experience 
Nine participant", teported that having cancer inereased the quaiity and depth of 
their prayers, though thi s di J not necessarily translate into inereased frequency or 
duration of prayers. Participants reported that they now experience more vigor in their 
prayers, and that that piay.^r is rnore important to them than it was prior to their cancer 
experience, One participant reiated, "It inereased the concentration and ir.tensity and 
energy that I put into them [prayers]." Participants also expressed that prayer had become 
less ritualized and more integrated into the lived experience of their daily lives. As one 
participant noted, "They [prayers] are just more conversational now. lnstead of having a 
separate prayer time, it is just more a part of everything I do throughout the day. Just that 
awareness of God in every situation." Another participant noted that, for her, prayer was 
not as formal an activity as it had been before having cancer. She reported an inereased 
awareness of God's presence in her life and that she more often talks to God 
spontaneously. She stated, "It is not so much a formal thing, but it is an informal prayer 
life... I am just more aware ol il. It is an ongoing thing." Another participant reported 
conceptualizing prayer as a less complex activity after having cancer. She described her 
belief that God is aiways listening and that she does not always have to know exactly 
what to say to have a positive prayer experience. She explained, "Sometimes I can just 
hold up my hånds and say 'God I need you' and it doesn't have to be this long prayer." 
Further, participants reported feeling a deeper connection with God in their 
prayers as result of their cancer experience. They described this connection in terms of an 
inereased sense of intimacy in communication with the divine and an emotional closeness 
with God that emerged during their cancer experience and continues to persist. following 
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their struggle with cancer. As one participant noted, "The best way I can describe it is just 
more of a personal relationship [with God] now." Another participant stated, "It brought 
me closer [to God]. It seemed hke having that cancer put me sure enough in his arms. It's 
just like it's a closer bond now." One participant spoke of often incorporating into her 
prayer time, both during and after her cancer experience, a visual image of herself in 
God's lap. She expressed feeling more emotionally connected to God when she had 
cancer than she did at any other time in her life. She said, 
I probably became more teachable during that time. And because I was so needy I 
was more willing to listen. I would just picture myself literally sitting in his 
[God's] lap with my head against him, and it wasn't like that before. It just made 
me seek Him in a different way because of how he literally met every one of those 
neéds. It has really made me look at him like a daddy. 
Participants talked about avoiding compartmentalizing their spirituality to the degree he 
did prior to having cancer. That is, spirituality is now experienced as pervading all 
domains of participants' lives versus being viewed as a distinctly separate component of 
their experience. One participant spoke of sensing God's presence in all aspects of his life 
and feeling he now has a more intimate relationship with God. He stated, "He [God] is 
such a part of everything I do every day. There is no part of my life that I do not feel that 
I am experiencing him." 
On the whole, participants reported that the quality of their prayers increased as a 
result of their experience with cancer. They described a more profound relational 
closeness with God as well as an ability to pray with increased comfort, spontaneity, and 
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energy. For these participants, prayer became less ritualistic and more of an ongoing 
activity pervading their daily experience. 
Increased Spiritual Support 
Six participants reported receiving increased spiritual support from their family 
and friends as well as people in their faith community during their cancer experience. 
Participants expressed that the spiritual support they received exceeded any they had 
received in the past and that it came from many people. As one participant explained, 
"Everyone I.was aware of rendered increased spiritual support to me during this 
experience.. .family and friends. Certainly in terms of prayer, expressing their faith, 
expressing encouragement, fasting." In addition, participants reported receiving increased 
unsolicited spiritual support from family and friends and that people showed this support 
through being physically present with the participant. One participant highlighted her 
experience as she lay in a hospital bed: 
I feel like they [family/friends] really did rally and were very supportive. I had 
people that were just lifting me up in every possible way. I had a steady stream of 
people coming through my [hospital] room and I had all kinds of people pray with. 
me in my room. it was just an experience that I wouldn't take anything for. 
Several participants expressed surprise at the unexpectedly strong spiritual support they 
received from friends, family, and even people they had never met. For example, tv/o 
participants described receiving supportive Communications such as cards, letters, emails, 
and phone calls from people they did not know personally, even from persons in other 
countries. As one participant noted, 
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When 1 was diagnoser! with cancer, I vvas just overwhelmed with the support I 
got. I had people writing me and teiiing rne that I was in their prayers and I 
received letters and phone calls from people I didn"t really know. 
Participants also described experiencing strong spiritual support within their faith 
communities. They talked of being spontaneously prayed for by people with whom they 
had previously had only a casual relationship. Clergy and church members reportedly 
visited participants both at home and in the hospital. As one participant related, "I had 
lots of people from my church visiting me and oh my gosh, the cards I got." Participants 
described being placed on the prayer lists of churches they had never attended. 
People in participants' faith community also provided a combination of spiritual 
and practical support. One participant reported that several church members would come 
to her house while she was taking chemotherapy, do housework for her, and pray with 
her. Another participant was approached by two ladies in her church who were cancer 
survivors and who offered her medical advice and prayer. Participants also reportedly 
having spiritual experiences with fellow congregants that they did not have prior to their 
cancer experience. For example, one participant related that, though prayer with 
supportive physical contact was rare in her faith community, "People would just come up 
behind me [at church] and touch me and pray for me." Another participant related that, 
though prayer was often done quietly in her church, more congregants prayed for her out 
loud. One participant expressed amazement at the spiritual support she received from her 
minister. She stated that each time she had a doctor's appointment".. .my pastor would 
be sitting there waiting when I walked in the door [of the cancer center]." 
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Tims, participants repoitod expenencing inctmred spiritual support from family, 
i • fhends, and people in their faith•{-c.cirrxmities. Participants also expressed surprise at the 
i . spiritual support they received and reported having novel spiritual experiences with 
others that were thought to have been catalyzed by their cancer experience. 
Heightened Sense ofDivine Pur pose 
Eight participants reported feeling an increased sense of a divine purpose for their . 
having had cancer While no participants reported that they believed God purposely gave 
them cancer, several reported a belief that God used their experience for a spiritual 
purpose. According to participants, tins heightened sense of divine purpose provided 
them with meaning and a spiritual explanation for their difficulties with cancer. It also 
gave them an increased sense of overall purpose and meaning to their lives in their post-
cancer experience. For example, one participant expressed her belief that she has been 
commissioned to work for God followmg her cancer experience saying, "I know he 
. [God] has a plan for my life and that I have work to do." 
While all eight of these participants specificaily mentioned divine purpose, two 
weré able to describe this sense of purpose in only vague terms. While they were unable 
to articulate what specific divine purpose their cancer mav have had, these two 
participants made definitive statements affirming their belief in a divine purpose for their 
cancer experience saying, " . .everylhing happens for a reason and my cancer was for a 
reason," and "...he [God] allowed this to happen and there was a purpose in it." After 
admitting that she does not know the purpose for her cancer experience or for her life 
after cancer, one participant was adamant in her belief that there is a purpose, though 
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unknown. She said, "Everyday it is like 'God there is a reasonI am here.' I do not know 
the reason, but there is no doubt in my mind that there was a purpose." 
Six participants were able to point to specific potential divine purposes for their 
cancer experience, including: to bring them closer to God, to bring others closer to God, 
and to make them able to pro vide support for others. Their experiences were seen as . 
means v/hich God used to foster their life purpose and to bring about the plan he has for 
them: 
There's no doubt that everything I've been through, God has brought it to this 
incredible plan for me. And I will gladly have gone through this and whatever 
else I need to go through to bring about his purpose for me. 
Two participants stated that the divine purpose for their cancer experience was to 
increase their devotion and obedience to their spiritual beliefs. One of these participants 
believed that God was using her cancer experience to increase her commitment to her 
faith. She said, "I think, through this experience, he [God] was calling me into a deeper 
relationship with him and to step it up a level!" The other participant stated, after 
explaining that he had lived many years rejecting his spirituality and engaging in 
behaviors that are inconsistent with his religious values, "God gave me a chance to do 
something about my life." This person believed that God gave him a second chance to 
live a spiritual life in adherence to his beliefs. 
Two participants believed the divine purpose for their cancer experience was to 
bring others closer to God. These participants said they now "have a great testimohy" of 
God's goodness they could share in an effort to persuade others to pursue spirituality. 
They expressed their belief that their cancer experience produced increased courage and 
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ability to serve as an exampie to others cf'how God hrings people through difficult 
circumstances. They also reported a desire to teil others of the importance of maintaining 
faith in God during trying times. "Ifmy talking about it could bring even just one person 
closer to tinding their faith in God, that might be God's only reasen for allowing me to 
have it. And that's a good enough reason." 
Two participants viewed their cancer experience as being used by God to enhance 
their ability to support others who are struggling. As one participant explained: 
Maybe it [the reason for having cancer] was to be able to be there for other 
people, to listen to them, to tell them that I am a cancer survivor, to make them 
feel a little more at ease about what they are going through. 
One participant expressed her belief that the purpose of her cancer experience was to 
increase her empathy for and ability to positively respond to others who are facing 
cancer, This participant, a high school English teacher, described providing support for 
students facing a potential cancer diagnosis, saying, "I had several students, young ladies, 
who came and they had a lump in their breast and I would listen and sometimes I would 
share and sometimes we would just talk. This might be my purpose." 
Six participants expressed appreciation for the lessons having cancer taught them 
about themselves and God. They reported learning that their faith was stronger than they 
expected and that they were pleased with their ability te remain spiritual and courageous 
through their experience. As one participant expressed, "I have a lot more faith than I 
ever knew I did." These participants also described learning more about God's 
characteristics, specifically God's love, trustworthiness, and kindness. One participant 
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stated that, "He [God] taught me thai I could totally trust him with my life, literally." 
Another participant notcd, 
Ilearned more about his [God's] love. I felt his love. I learned more about his 
understanding, his iong suffering, his patience, his forgiveness, his caring and 
nurturing, his wisdom, his understanding and knowledge. I learned more in-depth 
about each of these than ever before. 
It appeared important to participants to communicate their belief in a significant, divine 
reason for their cancer experience, as well as their sense of enhanced personal meaning 
and purpose in their lives as a direct result of having cancer. 
Increased Evangelism 
Four participants reported increased willingness and opportunity to verbally 
communicate their spirituality to others following their cancer experience. These 
participants expressed that they were more motivated to talk to others about their spiritual 
beliefs after having cancer than they were before. As one participant expressed, "Before I 
had cancer, I didn't share God with others like I should. I give my testimony a lot more 
often than I used to." In addition, participants reported that they experienced an increased 
eagerness to communicate their faith to more people. For example, one participant talked 
about being more open to letting others know her after she had cancer and telling more 
people about her faith in God. She stated, "It [having cancer] has given me the desire to 
accept others into my life and to reach out to others." 
Participants expressed that, after having cancer, they were bolder, more outgoing, 
and increasingly assertive in sharing with others what they believed God had done for 
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them. These participants vie^ved ,hen experience with cancer as mcreasing their courage 
to publicly express their spirituality. As ene participant related: 
I never would have been one that would have gone up front and prayed on the 
. alter or talked to anybody about my feelings. That Sunday v/henever I got to go 
home [from the hospital], I want to church and stood in front of the church and 
•told evtrybody what had happened and about the miracle and their prayers and 
what it had done for me. I would have never done that before. 1 have completely 
. changed. I just feei like anybody that will listen Fil tell about my story and Fve 
probably told it ?. million times. 
Another participant reported being afraid to tell other people about her spiritual beliefs 
before she had cancer. Now that she is a survivor, she reported less trepidation around 
telling others about her faith. She reiated that being a survivor gave her increased courage 
to tell others her beliefs about God because people seemed more willing to listen to her 
talk about her faith because she had survived cancer. She said, 
I vvas always afraid to talk to anybody about my faith. But Fve found most people 
don't mind hearing it. I was supposed to have died but I didn't and I feel God had 
a part in that. Most people take that kind of seriously. 
Participants also asserted their belief that God was providing them opportunities 
te communieate their faith through telling others about their experience with cancer. 
Several participants reported being asked to speak to both religious and nonreligious 
groups of people about their experience, both of which were open to hearing about 
participants' spirituality As one participant noted, ".. this [having cancer] has just 
opened a lot of doors and gave roe more opportunities to share God with people." One 
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participant reported feeling that he was obeying God when he spoke about his faith to a ' 
group of people. Another participant stated, "I think God is bringing me slowly but surely 
in contact with more people that I can listen to or share with or just be a fri end to, and 
just show love, Christian love, Christ-like iove." 
The cancer experience was believed, by these four participants, to have developed 
within them increased courage to disclose spiritual information about themselves to 
others. Moreover, as a cancer survivor, these participants were provided with an 
increased number of opportunities to share their cancer experience, which for them 
included sharing information about their spirituality. 
Enhanced Spirituality of Family and Friends 
Seven participants expressed believing that their experience with cancer had a 
positive effect on the spirituality of their family and friends. While two participants 
reported having specific conversations with their loved ones about spiritual growth, all 
seven of these participants reported that they observed behaviors that they interpreted as 
spiritual growth. Participants observed these behaviors in the context of their families and 
their faith communities. In terms of spiritual growth within the family, participants 
reported increased spiritual practices of family members such as family prayer. One 
participant observed, "As a family, we prayed more together." Another participant related 
that she feels her family takes their spirituality more seriously as a result of her having 
survived cancer. She said, "I think there has been a renewed sense of the importance of 
faith in my family:" In addition, participants reported that their family experienced an 
increased sense of commitment to their faith. Not only did spirituality come to increased 
salience for these participants' families, but they reportedly experienced qualitative 
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growth in their spirituality. As one participant stated, "To some extent every member of 
my family experienced a deepened spirituality and a heightened commitment to the 
Lord." 
Four participants reported that their children, in particular, experienced personal 
spiritual growth as a direct result of their bout with cancer. These participants expressed 
that their children's spirituality grev/ through watching hov/ they themselves remained 
firmly adherent to their spirituality despite having cancer. As one participant stated, "Not 
only did cancer re-affirm my faith, it helped my children have faith." One participant 
reported that his son had previously rejected the family's faith tradition and had a 
difficult time reconciling how a loving God could allow his father to have cancer. He 
conveyed that his son's faith was enhanced despite this, saying, "My son was able to 
build up a deeper reservoir of faith that allowed him to come to terms with this and to 
become at peace with it." Another participant noted an increased willingness of her 
children to participate in their faith community, saying, "One of my sons went to youth 
and they had a prayer vigil for me the night they found out." 
One participant stated her belief that her cancer experience was the impetus for 
increased spiritual activity among people in her faith community. She reported that a 
friend in her church had been considering starting a ministry for people who were sick. 
This ministry would focus on meeting the practical needs of the ill (e.g., cleaning house, 
washing clothes, cooking meals) until they felt better. This participant stated, "When she 
found out I had cancer, immediately she put that ministry in place." 
In summary, participants reported that they believed the spirituality of their 
friends and family was positively impacted as a result of their cancer experience. 
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Participants talked of increased spiritual practices within the family as well as a belief 
* that their family members' faith was broadened and deepened. Moreover, participants 
. observed increased spiritual practices among people in their faith communities, with 
some people increasing their wiilingness to pray in public and others engaging in new 
ministries. 
No Growth Domains 
Spiritual growth was not reported across the domains of religious or spiritual 
history, religious or spiritual beliefs and values, religious or spiritual techniques for 
regulating and reconciling relationships. The religious and spiritual history of participants 
was unaffected as having cancer did not change or grow the degree to which a person's 
family heritage involved religion and spirituality. Since it stands to reason that a current 
experience cannot affect a person's history, the participants' reflections or potential 
changes in narratives were listened for. Overall, there was no report from participants that 
their cancer experience affected the meaning they gave their spiritual heritage. Further, 
all participants reported that having cancer did not change any specific religious or 
spiritual beliefs. For example, when asked if having cancer affected her belief system, 
one participant said, "No, I do not think so. Not at all...I just faced it [cancer]. This was 
just another chapter in my life." 
Finally, participants reported that there v/as no growth in their ability to use their 
spirituality to reconcile conflict in relationships. Most participants reported that they did 
not experience conflict during their cancer experience, One participant stated, "I just 
didn't have any difficulties [in relationships] that I remember." One participant reported 
that her spirituality sometimes causes conflict when she talks to people who disagree or 
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do not want to talk about spiritual matters. She said, "You can't preach spirituality to 
somebody, but you can tiy. Scmetimer. tbey don't want to hear it and it rnakes conflicts." 
However, this participant did not iink tliis to having cancer, but instead related that this is 
an experience she has han prior to cancer. Participants did report being more patient in 
their relationships after having cancer and that they do not take minor irritations in their 
relationships less senousiy. 4s one participant noted: 
I have learned what is important and whafs really not. There are some things that 
just aren't worth having conflict over. I have a lot more patience. I do think I've 
learned to just be a little bit more laid back about most things. 
Despite this, only one participant linked the experienced of increased relational patience 
to spirituality. This participant reported that the enhanced spirituality he experienced 
indirectly impacted his ability to handle relational conflict. He said, "Heightened 
spirituality brings greater understanding, greater patience, deepened love, and all of those 
things have ar significant effecr on how you handle conflict with others.'' Overall, 
participants credited their increased ability to handle conflict in relationships to their 
experience of almost dying rather than to increased spirituality. 
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CHAPTERIV 
DISCUSSION 
The present study asked participants about their perceptions of their spiritual 
growth across 12 domains of spiritualiiy described by the Hierarchical Model proposed 
by Tsang and McCullough (2003) and Hill (2005). Growth was reported in eight of these 
domains: general religiousness or spirituality, religious or spiritual development, -. 
religious or spiritual social participation, religious or spiritual private practices, religious 
or spiritual support, religious or spiritual coping, religion or spirituality as motivating 
forces, religious or spiritual experiences, and religious or spiritual commitment. Two 
novel domains of growth emerged from participants' narratives: evangelism and 
enhanced spirituality of family/friends. These experiences have not yet been reported in 
the literature. Growth was not endorsed by participants in the following three domains of 
spirituality outlined in the model: religious or spiritual commitment, religious or spiritual 
history, religious or spiritual beliefs and values, and religious or spiritual techniques for 
regulating and reconciling relationships. 
All of the participants in this study reported that their spirituality grew or was 
enhanced as a result of their experience with cancer, some even reporting they had 
experienced "profound" and "remarkable" spiritual growth. Spirituality has been found to 
be a significant component of posttraumatic growth (Calhoun & Tedeschi, 2006; Mattis, 
2002; Shaw, Joseph, Linley, 2005; Vis & Boynton, 2008), and research findings suggest 
that some people report spiritual growth following a traumatic experience such as 
debilitating illness (Calhoun & Tedeschi, 2006; Davis, Wohl, & Verberg, 2007; Halstead, 
& Hull, 2001; Park et al., 2008; Park & Ai, 2006). In addition, participants reported 
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experiencing spiritual growth across several domains of spirituality. Participants reported 
an increased sense of depth and meaning in their spiritual experiences and a heightened 
awareness of the presence of God in their day-to-day lives. Also, participants believed 
that the spirituality of their family and friends was fostered as a result of their experience 
with cancer and they reported an increased urge to communicate about their faith with 
others through telling their cancer story and what they believe God did for them through 
the experience. Overall, relatively iittle is currently known about the impact of traumatic 
experiences on spiritual growth and the facets of spirituality most impacted by those 
experiences. 
Areas of Growth Reported 
Participants experienced an increased sense that God was in control of their lives 
and circumstances during their cancer experience. They attributed their positive health 
outcomes to a divine will and power and believed that God intervened in their 
circumstances, helping them cope and avoid dying. Consistent with this finding, a sense 
of control over one's life has been associated with positive psychological well-being and 
healthy aging (Krause, 2006). People who are highly religious score higher on a measure 
of God locus of control, and attempts have been made to correlate God locus of control 
with health outcomes (Shapiro, Schwarz, & Austin 1997; Wallston et al., 1999). The 
results of the present study appear to be in contradiction to findings of other studies that 
have suggested that God locus of control may have deleterious effects on well-being. For 
example, Wallston and colleagues (1999) found that, in a sample of people with 
rheumatoid arthritis and systemic sclerosis, increased God locus of control was associated 
with poorer adjustment. In addition, a sample of persons participating in Alcoholics 
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Anonymous who had more God locus of control beliefs about their drinking were found 
to remain sober for a shorter time than those who have an internal locus of control 
(Murray, Malcarne, & Goggin, 2003). 
In contrast, for the participants in the present study, giving control to God 
appeared to serve to ameliorate the psychological and emotional distress caused by 
enduring cancer as v/ell as to boost their ability to engage their faith to cope. Research 
has shown that people may experience increased anxiety and overall distress following a 
traumatic experience if they believe that no one is in control of life circumstances 
(Koenig, 2006). Wong-McDonald and Gorsuch (2000) found that giving control of one's 
life to God and accepting that one cannot control his or her circumstances was associated 
with spiritual well-being. Moreover, Cole (2005) found that individuals who believed 
God was in control of their illness experienced lower levels of depression and physical 
pain. It is possible that participants in the current study reported positive effects of giving 
God control of their circumstances because they were highly religious and spiritual or 
due to having experienced an end to their traumatic experience with cancer. Less spiritual 
people who continue to struggle with the medical treatments associated with cancer may 
benefit more from an internal versus a God locus of control. 
Despite being diagnosed with cancer and being facing with their mortality, 
participants in the present study reported an increased sense of divine peace and internal 
well-being throughout their cancer experience. Participants reported that their peace came 
from an enhanced emotional and psychological connection with God. This coincides with 
Gall and Cornblat's (2002) tinding that cancer survivors who felt a strong divine 
presence in their life were more likely to seek increased spirituality. Feeling "at peace" 
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has beén strongly correlated with ernoliortal and spiritual well-being in one study of 
cancer patients (Steinhauser et al, 2006). Howevsr, there is a dearth of literature 
investigating cancer patients' expenence of peace. 
' It is possible that vhe peace report ed by participants in the present study fostered 
their.hope, which could have boosted both uieir sense of well-being and spiritual growth. 
If participants' hope stemmed from their spiritudity, it is likely that they sought to foster 
that spirituahty, which may have led to increased di vine peace. Rustoen and Wiklund 
(2000) found that all of the recently diagnosed cancer patients they surveyed reported 
. feeling either hopeful or moderately hopeful. Felder (2004) also found that hope was 
strongly correlated to positive coping in cancer patients regardless of gender, age, marital 
status, education, or site of malignancy, and even in patients who were aware of the 
advanced stage of their cancer. 
Participants reported an increase in the quality and intensity of their prayers both 
throughout and following their cancer experience, Holt and colleagues (2009) reported 
that cancer patients often report increased frequency of prayer, which was not supported 
by the tinding of the present study, in which participants reported an increased depth but 
not increased frequency in their prayers. According to several studies, prayer is one of the 
most commonly used religious coping strategies to deal with stressful life events (e.g., 
GallA Cornblat, 2002; Halstead & Femsier, 1994; Pargament^ 1997; Spilka, Hood, 
Hunsberger, & Gorsuch, 2003). Meravigiia (2002) reported that prayer can be a valuable 
coping resource that can mitigate the negative psychological impact of cancer. As was the 
case in this study, persons with cancer frequently use prayer to cope with the distress 
caused by their symptoms and the procedures they often undergo, and spirituality has 
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been identified to be important component of the coping of long-term cancer survivors 
(Halstead & Fernsler, 1994; Meraviglia, 2006; Stanton, Bower, & Low, 2006). Consistent 
with the findings of the present study, Levine and colleagues (2009) found that breast 
cancer survivors who prayed were more likely to report that having cancer had a positive 
impact on their lives. Private spiritual practices including prayer have been shown to 
predict survival among people experiencing long-term disability (Helm et al., 2000). 
Prayer has been associated with psychological growth in cancer patients, with increased 
prayer intensity positively correlated with well-being (Meraviglia, 2006; Meraviglia, 
2004), resilience and existential hopefulness (Carson, 1993; Poloma & Pendleton, 1991), 
and a sense of positive life meaning in cancer survivors (Gartner, Allen, & Larson, 1991; 
King, 1990). Taylor and Outlaw's (2002) review of the literature on prayer as a coping 
strategy revealed that there is currently little empiricai knowledge of the specific prayer 
experiences of cancer survivors, and that no studies had investigated survivors' prayer 
experiences with any depth from survivors' point of view. 
Participants reported receiving increased spiritual support from the people in their 
lives during their experience with cancer and that this support led to spiritual growth. 
Consistent with this, increased religious social support has been reported by persons 
experiencing personal crises (Stone, Cross, Purvis, & Young, 2003). Further, increased 
social support levels were found to be associated with higher levels of spirituality in 
patients diagnosed with HIV/AIDS (Somlai & Heckman, 2000). Balboni and colleagues 
(2007), who surveyed 230 patients with advanced cancer, found that patients who 
perceived strong spiritual support from their family, friends, and medical providers 
reported increased quality of life. Moreover, Hughes and colleagues (2004) found that . 
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religiouis and spiritual socia! support served as a buffer against anxiety in patients with 
coronary heart disease. Among persons forcibly removed by the government from the 
Gaza strip, high religious support was predictive of lower PTSD symptoms (Oren & 
Possick, 2009). 
While participants in the present study did not report increased frequency of 
church attendance as a result of their cancer experience, they did report attending church 
with approximately the same frequency before, during, and after their experience. These 
findings contradict previous research suggesting that cancer patients sometimes, upon 
diagnosis, increase the frequency with which they attend church (Moschella, Pressman, 
Pressman, & Weissman, 1997). This could be explained by the faet that most of the 
participants in the present study reported being highly spiritual prior to their cancer 
diagnosis and most reported being involved in a faith community from the time they were 
children. 
The sample in the present study was comprised predominantly of women, which 
may also partially explain why spiritual support emerged as a salient theme, as the 
positive benefit of religious involvement on health has been consistently shown to be 
greater for women (Ellison & George, 1994; McCullough et al., 2000; Mirola, 1999). In 
addition, the spiritual support received by participants in the present study likely 
contributed to their ability to make positive meaning out of their experience and thus 
come to view having cancer as a growth experience. Social support has been shown to 
facilitate meaning-making (Lepore, Ragan, & Jones, 2000; Park & Ai, 2006). 
Participants described an increased desire and ability to discover a divine purpose 
for their experience with cancer. Participants were motivated to understand and articulate 
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the potential teason they had cancer and what God expected them to do with their lives 
now thatthey were cancer-free. Spiritualiiy has been described a meaning-making 
activity "whereby individuals grapple with the purpose and value of human life in 
general, and of their own lives in partieular" (Cook & Kelly, 1998, p. 3). Researchers 
have argued that spirituality and meaning making are inseparable aspects of cognitive 
reevaluation following an existentially laden stresser (Calhoun & Tedeschi, 2004; Janoff-
Bulman, 2004; Park, 2005). Participants in the present study reported utilizing increased 
spirituality to facilitate their meaning-making process, which is also consistent with 
existing literature. Research has shown that survivors of traumatic events attempt to 
understand the meaning of the stressor (Lepore & Revenson, 2006; Park, 2005), and that 
religious and spiritual meaning-making often plays a crucial role in the process of coping 
with negative life events (Calhoun & Tedeschi, 2006; Pargament, 1997). Such spiritual 
meaning-making has been found helpful in trauma recovery and to reduce the symptoms 
of PTSD resulting from traumatic experiences endured by refugees (Brune et al., 2002), 
rape survivors (Boeschen et al., 2001), survivors of the September 11 terror attacks 
(Silberman, 2005), and survivors of chiidhood cancer (Parry & Chesler, 2005). Further, 
meaning-making has been found to be extremely common among cancer survivors and 
has been identified as an important factor in their psychological growth (Park, 
Edmondson, Fenster, & Blank, 2008; Greenstein & Breitbart, 2000; Schroevers, Ranchor, 
& Sanderman, 2004; Tomich & Helgeson, 2002). Cancer patients in partieular have been 
found to consistently construct meaning for their suffering (Kappeli, 2000), and Park and 
colleagues (2008) found that cancer survivors' who actively engaged in meaning-making 
reported better overall adjustment. The results of the present study pro vide further 
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support for research tindings sbowing llif; positive impact of spiritual meaning-making on 
psychological growth (Calhoun & Ttdeschi, 2004). 
Novel Growth Areas Reported 
Participants reported that, both while ihey had cancer and atter, they experienced 
an increased desire to tell other people about their spiritual beliefs with the goal of 
bringing olhérs closer to God. In faet, one of the most sahent reasons participants in the 
current study believed they had cancer was so they could communicate their cancer story 
and faith to others. Self-disclosure has been shown to have overall benefits and has been 
associated with increased coping behaviors, psychological resilience, enhanced work 
performance, and better physical health (Pennebaker, 1997). Spiritual self-disclosure has 
been related to increased relationship satisfaction, less verbal aggression, and more 
functional communication pattems between adolescents and their mothers (Brelsford & 
Mahoney, 2008). Henderson and colleagues (2002) for example, found that disease 
disclosure was positively related to stress-related growth and optimism. Participants in 
the present study reported ly experienced more than a simple desire to disclose 
information; the goal ol their disclosures was to persuade others to adopt their beliefs. 
Despite the prelirhinary research on spiritual self-disclosure, the evangelistic theme that 
emerged in the present study is novel and has received very little attention in the 
literature. 
Participants reported that the spirituality of their family and friends was enhanced 
as a result of their having had cancer. This is a novel finding that emerged from this 
study. Researchers have acknowledged, however, that religious and spiritual experience 
does not occur in a vacuum, but that there is an important psychosocial component of 
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these experiences (Pargament, 1997). Some researchers have sought to measure vicarious 
posttraumatic growth with one study tinding that both cancer patients and their partners 
experienced increased posttraumatic growth during several points in time following the 
diagnosis (Manne et al., 2004). Also, Weiss (2004) found that husbands of cancer 
survivors reported posttraumatic growth three years after their wives were diagnosed. 
Despite these preliminary attempts to describe vicarious growth, the spiritual components 
of vicarious growth have yet to be researched. 
The significant people in the lives of participants in the present study reportedly 
served a therapeutic function, and it is possible that friends and family members who • 
support survivors may themselves experience some positive personal benefit from 
assuming the helper role. Research tindings that show therapists who work with trauma 
victims may experience positive vicarious benefits such as increased appreciation for . 
human resilience, enhanced empathy, and deepened spirituality (Arnold, Calhoun, 
Tedeschi, & Cann, 2005; Brady, Guy, Poelstra, & Brokaw, 1999; Schauben & Frazier, 
1995). Overall, there is a dearth of research investigating vicarious posttraumatic growth 
and vicarious posttraumatic spiritual growth has not been addressed in the literature. As 
Arnold and colleagues have noted: "Very little is known about the nature, prevalence, 
impact, and process of psychological growth following vicarious brushes with trauma— 
the phenomencn of vicarious posttraumatic growth" (p. 243). 
No Growth Domains Reported 
Spiritual growth was not reported across the domains of religious or spiritual 
history, religious or spiritual beliefs and values, religious or spiritual techniques for 
regulating and reconciling relationships. It is reasonable to assume that a person's 
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spiritual heritage is unaffected by 3 traumatie event, as it is irnpossible to alter past 
events. It is currently unclear exactly how religious and spiritual beliefs are impacted by 
traumatic experiences. Some studies have found that trauma may have a negative effect 
on beliefs (e.g., Finkelhor, Hotaling, i.,ewis, & Smith, 1989; McLaughlin, 1994; Rossetti, 
1995) while others have found it to have a positive effect (e.g., Carmil & Breznitz, 1991; 
Valentine & Feinauer, 1993). One recent study found that people who reported more 
severe symptoms of PTSD were also more likely to report less religiosity following their 
traumatic experience (Falsetti, Resick, & Davis, 2003). Participants in the current study 
differed significantly from participants in Falsetti and colleagues' study in that they were 
highly religious and spiritual prior to their cancer experience. The effect of trauma on 
spiritual beliefs may be mediated by the level of commitment one feels to those beliefs 
prior to the trauma. In terms of relational conflict, trauma has been shown to produce 
conflict in interpersonal relationships including relationships with partners, friends, co-
workers, family, and friends (Mills & Turnbull, 2004). Despite this, cancer survivors 
often report less relational conflict and increased intimacy and support in their 
interpersonal interactions (Stanton, Bower, & Low, 2006). Consistent with this, 
participants in the present study reported receiving strong spiritual and social support 
from the people in their lives. These participants did not experience significant conflict in 
their relationships and so did not report growth in using their spirituality to cope with 
conflict. 
Limitations 
The present study is subject to the limitations of qualitative research. Results 
cannot be generalized to a larger population of cancer survivors as they seek only to 
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describe the individuai lived experience of the thirteen participants and have only 
transferability. Further, results are only explanatory in nature and cannot be used to 
control or predict the spiritual growth of cancer survivors. Researcher bias is another 
potential limimtion, though refiexivity steps were taken to minimize effects. Finaliy, 
results cannot be used to determine causality, as they seek only to describe the 
phenomenological experience of pcsttraumatic spiritual growth. 
Although several rigor-enhancing methodological techniques were used to ensure 
the accuracy of the results, there are some limitations to this study. First, all of the 
participants identified themselves as belonging to the Christian faith. Though they 
represented several groups within Christianity, the bulk of participants were of relatively 
homogeneous groups, with 10 identifying as Baptist, 10 Methodist, two Catholic, and one 
Latter Day Saint. Therefore, results may not exl end to members other groups within 
Christianity or other world religions, and to those who consider themselves to be atheistic 
or agnostic. Also, the sample was only comprised of persons in middle to late adulthood 
and results may have been impacted by generational or age variables. 
A second limitation is that over half of the participants (eight) were breast cancer 
survivors. It is possible that breast cancer survivors have a different experience than 
persons who survive other types o f cancer. Moreover, the sample represented a gender 
disparity (ten women and three men). There may be gender differences in the experience 
of post-traumatic spiritual growth and the results of this study were more strongly 
influenced by the experiences of female participants as there were simply more of them 
in the sample. Also, all but one participant identified as Caucasian (one identified as 
African American). People of various racial, ethnic, or cultural heritages may have 
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- differing experiences of >>pir.ttiu-.lity md spiritual growth, and different themes rnay have 
•emerged if the sample had been more heterogeneous. 
• Self-selection is another limitation of this study. People drawn to participate in the 
study seemed to be those with an aetive interest in communicating positively about their 
spirituality'and comfortabie verbalizing their beliefs. AH participants considered 
themselves highly spiritual people, and different results would likely have emerged from 
a sample of survivors who ccnsider themselves less spiritual or altogether unspiritual. 
Though efforts were made to include participants who felt their spirituality was 
negatively impacted by their cancer experience, such persons were not identified. This 
could be a result of the snowball sampling procedure (i.e., those willing to participate did 
not know anyone whose spirituality was negatively impacted) or that people who had a 
negative experience were simply not interested in participating. Also, bias might have 
been introduced through the use of the contact at the American Cancer Society. This 
person may have been motivated to contact only people who have had a positive 
experience following cancer. Also, people affiliated with the Cancer Society may be 
more socially involved and positive about their cancer experience than people who are 
not affiliated. 
In addition, all participants reported being highly spiritual before their cancer 
experience, and it is possible that pecple whc are spiritual pre-experience are more likely 
to use their spirituality to cope er attend to spiritual issues than persons who do not 
consider themselves spiritual. Alsc, no baseline level of spirituality prior to participants' 
cancer experience was obtained. Different results may have emerged if the sample 
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included people who either were not spiritual prior to their cancer experience and now 
are, or who were not spiritual before and became so during their experience with cancer. 
Finally, in keeping with the values of Counseling Psychology and the positive 
psychology movement, the present study was strength-based and growth-focused. Such 
studies are subject to the general criticisms of all growth research, namely: an overly . 
optimistic presentation of results that betrays a bias toward positive changes, and i 
disclosure bias whereby participants are less willing to disclose negative experiences. To 
mitigate these potential biases, the present study presented areas in which growth was not 
reported, and participants were specifically asked if they had any negative spiritual 
experiences associated with their cancer experience. 
Implications and Future Research 
Spirituality is a multi-faceted construct and relatively little is known about its 
specific domains. Previous research has not asked participants to considér one 
hypothesized spiritual domain at a time. The present study further elucidated the domains 
of spirituality by specifically asking participants to considér their experience of each 
individual domain. The result was confirmation of several domains offered in the 
literature, while at the same time bringing attention to two additional novel themes of 
spirituality. Thus, this study may help further clarify and expand definitions of 
spirituality. 
The current study showed that people who survive cancer may report spiritual 
growth across several domains of spirituality. Participants in the present study described 
spiritual growth along several domains of spirituality. Future research could focus on 
further describing and explaining the growth experienced across these domains. In 
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addition, researchers could conduct larger scale quantitative studies that.seek to describe 
the frequency, duration, depth, and breadth of this growth as well as the demographic 
characteristics of those who expenence growth. 
Since spirituality can be a significant source of coping, it may be helpful for 
medical and mental heal tb professionals to understand how spirituality may be positively 
impacted by the expenence of having cancer and how spiritual growth can be facilitated 
if this will aid coping. For example, researchers could further investigate each individual 
domain of spirituality to discover the environmental, interpersonal, and intrapersonal 
variables that foster its growth. Further, survivors could be asked what components of 
their spirituality were most and least useful to them through their cancer experience and 
what they did to engage their spirituality to cope. 
The tindings of this study suggest that people close to those enduring cancer may 
also experience spiritual growth. This vicarious spiritual growth has not yet been 
researched and it may be useful for mental health professionals and clergy to better 
understand how a person's traumatic experience may positively impact others in a family, 
group, or community. Researchers could further study this phenomenon through 
quantitative methods seeking to correlate the spiritual well-being of survivors with that of 
the significant people in their lives. Qualitative methods could be used to explore the 
variables and experiences associated with vicarious posttraumatic spiritual growth and its 
progression. 
The results of the present study suggest the spiritual domains within which growth 
may occur, but further investigation is needed into the variables in a person's experience 
that may foster or hinder this growth and into how posttraumatic spiritual growth occurs. 
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Future research could fbcus on how spiritual growth occurs through traumatic 
experiences and how spirituality could be used to potentially enhance the positive coping 
of people who are experiencing trauraatic events. Researchers could use qualitative 
methods to further describe the process and experience of spiritual growth. To begin, a 
more broad qualitative study could be performed which included a larger and more 
diverse set of participants in terms of religious affiliation, demographic variables, and -
type of cancer survived, etc. Beyond that, the novel themes of evangelism and vicarious 
posttraumatic spiritual growth could be explored qualitatively through studies 
investigating survivors' experience of spiritual self-disclosure following their traumatic 
experience as well as the spiritual growth of persons with loved ones who have endured 
trauma. Further, mixed model designs could be used to develop a measure of 
posttraumatic spiritual growth by further bringing to salience important domains of 
growth. For example, cancer survivors could be given a preliminary measure of 
posttraumatic spiritual growth, which could be factor analyzed and tested for reliability 
and validity. Participants could then be interviewed in-depth as to their experience 
growth, which could further illuminate important domains of growth or serve to refine 
domains. Quantitative methods could then be used to investigate the corollaries and 
predictors of growth and to explore the relationship between spiritual growth and global 
mental and physical health outcomes. For example, the relationship between depression 
and spiritual growth following cancer could be investigated. Also, spiritual growth could 
be used as a moderating or mediating variable. For example, a study could investigate 
how posttraumatic spiritual growth may mediate resilience and coping, anxiety, or 
existential well-being in both cancer patients and survivors. 
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: APPENDIXA 
'.'.-. Informed Consent 
The University of Southern Mississippi 
:
 Authorization to Participate in Research Project 
Consent is hereby given to participate in the study titled; Posttraumatic Spiritual Growth: 
A Phenomenoiogical Investigation of Cancer Survivors 
1. Purpose: 
I understand that the puipose of this study is to explore is to explore the 
• experiences of cancer survivors in terms cf and how having cancer has affected 
the spiritual growth of survivors. 
2. Description of Study: 
I understand that I will be participating in a one-on-one phone interview with a 
researcher. I understand that the interview will last approximately 40-90 minutes, 
and will be audio taped and transcribed verbatim The information collected from 
the interview will be examined and analyzed by the lead researcher. I understand 
that this interview does not incorporate any mvasive procedures. I further 
understand that I will be sent a copy of the transcribed interview to verify that the 
. researcher properly transcribed the interview. 
3. Benefits: 
I understand that I will not receivc any direct benefits from this study. Broader 
benefits of this investigation may include: (1) suggestions for improvement in the 
delivery of psychological services to persons dealing with cancer (2) implications 
for future research (3) a deeper understanding of how traumatic events affect a 
person's spiritual growth (4) reduction of feelings of isolation (5) the opportunity 
to give a voiceto those marginalized by their cancer experience, 
4. Risks: 
Risks associated with this research are minimal. I understand that I may 
experience some discomfort as a result from thinking about, and discussing events 
and emotions related to my experiences. In addition, I understand that I can stop 
participating in the study at any time without any consequence. I understand that I 
will be able to contact the principle investigator Ryan M. Denney, M.A. at any 
• time throughout the study at (940) 613-1755 or at: rdenneyl980@yahoo.com, or 
his supervisor Jamie D. Aten, Ph.D. at (601) 266-6246 or Jamie.Aten@usm.edu. 
5. Confidentialitv: 
I understand that, to protect my identity, my audio tape and resulting transcript 
will be assigned an identification letter and my name will not be used to identify 
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my audio tap. All transcripts, tapes, data, and any other information collected in 
the interview will be contained in a locked and secure space. After this study is 
completed my audio taped interview will be erased. My responses will not have 
any identifying information, and the researcher will take every reasonable 
precaution to protect my confidentiality. 
Alternative Procedures: 
I understand that I may stop participating in this study at any time without 
consequence. 
Subjects Assurance: 
Whereas no assurance can be made concerning results that may be obtained (since 
results from investigational studies cannot be predicted) the researcher will take 
every precaution consistent with the best scientific practice. Participation is 
completely voluntary, and participants may withdraw from the study at without 
penalty or negative consequence. However, once the audiotapes have been 
transcribed and de-identified by being given an identification number, participants 
will no longer be able to remove their participation (their transcripts) from the 
study. Questions concerning the research should be directed to Ryan M. Denney, 
M.A. at (940) 613-1755 or at: rdenneyl980@yahoo.com. This researcher is 
working under the supervision of Jamie D. Aten, Ph.D., who can be reached at 
(601) 266-6246 or Jamie.Aten@usm.edu. 
This project and this consent form have been reviewed by the Institutional Review 
Board, which ensures that research projects involving human subjects follow 
federal regulations. Any questions or concerns about rights as a research subject 
should be directed to the Chair of the Institutional Review Board, The University . 
of Southern Mississippi, 118 College Drive #5147, Hattiesburg, MS 39406-0001, 
(601)266-6820. 
Signatures: 
I understand that, by replying to this email, electronically typing my name to this 
consent, and scheduling a time to be interviewed, I am acknowledging that I have 
read and understand the above information and I am giving informed consent to 
participate. 
To electronically sign your name to give consent, please type your full name in 
the box below: 
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APPENDIX B 
Deraographic Questionnaire 
Code 
Phone 
Email Address 
Age Gender Marital Status 
Ethnicity (Caucasian, African American, Asian, Native American, etc.) 
Religious Affiliation 
Type of cancer you had 
Length of time you had cancer 
Length of time you have been deemed "cancer free" by a physician 
There was a time during my cancer experience when I believed my life was. in 
danger. 
• Yes D No 
My memory of my cancer experience is vivid enough that I could talk about what 
this experience was like for me. 
• Yes D No 
I consider my cancer experience to have been a traumatic event in my life. 
• Yes D No 
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APPENDIX C 
Interview Protocol 
i.. Will you please briefly describe your experience with cancer? (Prompt: How did 
you first discover you had cancer? What kind of treatments did you undergo?) 
2. ' What is your personal definition of spirituality? (Prompt: Is there a difference for 
you between spirituality and religion?) 
3. Overall, how do you feel your experience with cancer has affected your 
spirituality? 
4. How might your cancer experience have affected your motivation or desire to be 
spiritual? 
5. How might your cancer experience have affected your private spiritual practices 
such as prayer, meditation, etc. (e.g., quality, frequency, duration, intensity)? 
6. How might your cancer experience have affected the way you experience 
spirituality in your day-to-day life? 
7. How might your cancer experience have affected your level of commitment to 
your spiritual beliefs? 
8. How might your cancer experience have changed or developed your spirituality? 
9. How might your cancer experience have affected the spirituality of your family or 
close friends? 
10. How might your cancer experience have affected your involvement in a religious 
or spiritual community (e.g., church, synagogue, etc.)? 
11. How might your cancer experience have affected the spiritual support you 
received from others? 
12. How might your cancer experience have affected how you handle conflict in 
relationships? 
13. How might your cancer experience have affected the way you use spirituality to 
cope with difficult life circumstances? 
14. Was there any negative impact on your spirituality during your experience with 
cancer? 
15. Is there anything we have not discussed, which you think will help me better 
understand how your cancer experience may have affected your spirituality? 
Participant Code: 
Gender: 
Length of Interview: 
Type of Cancer-
Hiernes 
Follow-up topics 
Researcher Impressions 
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APPENDIX D 
Field Note 
Date: 
Age: 
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